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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


(i WALLACE LABORATORIES / Cranbury, N. J. 


om -2058 


| 
= 
‘ (eg 
4 
= 
3 
; 
"4 
e 
f 
_ 


MARCH CONTENTS 1961 


DIAGNOSTIC AND DEMOGRAPHIC CHARACTERISTICS OF PATIENTS SEEN IN OUTPATIENT 
PSYCHIATRIC CLINICS FOR AN ENTIRE STATE (MARYLAND) : IMPLICATIONS FOR THE 
PSYCHIATRIST AND THE MENTAL HEALTH PROGRAM PLANNER. Anita K. Bahn, 
Caroline A. Chandler, and Leon Eisenberg 


THE AMSTERDAM MUNICIPAL PSYCHIATRIC SERVICE: A PSYCHIATRIC-SOCIOLOGICAL 
REVIEW. Paul V. Lemkau, and Guido M. Crocetti 


INTRA AND EXTRAMURAL COMMUNITY PSYCHIATRY. Maxwell Jones 


A COMPARISON OF RESULTS OF CONTROLLED DruG EVALUATIONS IN TWO STATE Hos- 
PITALS. Jackson A. Smith, Carl Gouldman, and Walter M. Gysin 


ALTERNATING PSYCHOSES IN TWINS: REPORT OF 4 CASES. E. Gardner Jacobs, and Alvin 
M. Mesnikoff 


INDIVIDUALITY IN RESPONSES OF CHILDREN TO SIMILAR ENVIRONMENTAL SITUA- 
TIONS. Alexander Thomas, Herbert G. Birch, Stella Chess, and Lillian C. Robbins 


DISCUSSION OF TWO PAPERS. F. J. Kallmann 


wa arog CATEGORIES OF CHILDHOOD. J. Franklin Robinson, Louis J. Vitale, and Carl J. 
Nitsche 


RESULTS OF MENTAL HOSPITAL TREATMENT OF TROUBLED YOUTH. Donald M. Hamilton, 
Robert A. McKinley, Harry H. Moorhead, and James H. Wall 


A COMPREHENSIVE HOSPITAL-COMMUNITY SERVICE IN A STATE HOSPITAL. Robert C. 
Hunt, Ernest M. Gruenberg, Emanuel Hacken, and Matthew Huxley 


PROBLEMS IN THE CORRELATION OF PSYCHOPATHOLOGY WITH ELECTROENCEPHALO- 
GRAPHIC ABNORMALITIES. Ronald R. Koegler, Edward G. Colbert, and Richard D. Walter 


THE EFFECT OF PHENOTHIAZINES ON THE INTERACTIONAL BEHAVIOR OF SCHIZO- 
PHRENIC PATIENTS. Lucie A. Wood, Amy Miklowitz, Eliot D. Chapple, Martha F. 
Chapple, Nathan S. Kline, and John C. Saunders 


CLINICAL NOTEs : 

The Relation of Attitude Toward Medication to Treatment Outcomes in Chemotherapy. Donald 
R. Gorham, and Lewis ]. Sherman 

Thioridazine Hydrochloride in the Treatment of Behavior Disorders in Epileptics. Pablo M 
Pauig, Marie A. DeLuca, and Roger G. Osterheld 

sar ted (AHR-233) in Hospitalized Non-Psychotic Patients. Leo Shatin, and Thomas H. 
Gilmore 

Hypotension Associated with Thioridazine HC1. David W. Swanson 


CASE REPORTS : 
Case Report of an Acute Overdosage of Nardil. Sam H. Benbow, and Wm. C. Super 
Post-Thyroidectomy Psychosis Treated with Imipramine. Charles A. Cahill 
“Placebo” (Simulation) Electroconvulsive Therapy. J. A. Guido, and J. Jones 
Camptocormia—A Rare Case in the Female. Frederic Paul Kosbab 
Enuresis and Thyrotoxicosis : A Brief Case Report. Norman Sher 


HISTORICAL NOTES : 
Henry M. Hurd and the Johns Hopkins “Big Four.’ Jerome M. Schneck 
The First Electroconvulsive Treatment Given in the United States. Sydney E. Pulver 


COMMENTS : 
A National Institute of Social and Behavioral Pathology 


CORRESPONDENCE : 
Sensory Deprivation 
Treatment in Transvestism 
Ordinal Position 


IN MEMORIAM : 
Robert Bush McGraw (1896-1960) 


NEWS AND NOTES 
BooK REVIEWS 


ag 
RE 
: 
7 
769 
77 
784 
\ 
788 
| | : 
791 
798 
806 
817 
822 
825 
830 
ay 832 
833 
836 
837 
838 er 
839 
847 
4 


: 


Dependable, prompt-acting 
daytime sedative. 


Broad margin of safety. Vir- 


3 p SRU PTS tually no drowsiness.. Over 
i a quarter century of successful 
af Clinical use. Alurate is effec- 
ual TREATM ENT tive by itself and compatible 


with a wide range of other drugs. 


To avoid barbiturate identifica- 
F XIR tion or abuse, Alurate is avail- 


able as Elixir Alurate (cherry-red) 


and Elixir Alurate Verdum 
(emerald-green). 
Adults: 4% to 1 teaspoonful of either 


Elixir Alurate or Elixir Alurate 


Verdum, 3 times daily. 
ALURATE®—brand of aprobarbital 
ROCHE LABORATORIES 
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ressions 


onpsychotic 
depressive 

States 


brand of phenelzine dihydrogen sulfate 
A TRUE ANTIDEPRESSANT 


A true broad-range antidepressant, Nardil 
has been proved “... efficacious in all vari- 
eties of depression—the neurotic, the re- 
active and the psychotic including senile 
psychoses, involutional depressions and 
manic-depressive (endogenous) depres- 
sions.”' It will help you treat your de- 
pressed patients by improving their ability 
“*...to accept, deal with and accomplish 
the requirements of psychotherapy.” As 
for speed of action, one typical clinical 
report states “... remissions occurred from 
3 to 14 days after the start of therapy, and 
maximum improvement was always no- 
ticed not later than 5 weeks after the onset 
of therapy.”” A less than 2% incidence of 
reported significant side effects* provides 
a high therapeutic margin for hospitalized 
patients and “...makes this drug particu- 
larly desirable for ambulatory use.”” 


Full dosage information, available on request, 
should be consulted before initiating therapy. 


References: 1. Dorfman, W.: The New Approach to 
Depression, WORLD-WIDE ABSTRACTS OF GENERAL MEDI- 
cine 2:10 (November) 1959. 2. Dickel, H. A., et al.: 
Tension Fatigue States and Their Adjunctive Treat- 
ment Using Nardil, cLinicaL mep. 6:1579 (September) 
1959. 3. Sainz, A.: The Phrenopraxic Activity of a 
Non-noxious Antidepressant, ANN. NEW YORK ACAD. 
sc. 80:780-789 (September) 1959. 4. Nardil Package 
Brochure (October) 1960. 5. Furst, W.: Psychopharma- 
cological or Electrical Therapy of Severe Endogenous 
Depression, J. M. SOc. NEW JERSEY 57:3 (March) 1960. 
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INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterwards. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JoURNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 200 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must be 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables shculd be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to clarify important points. Authors will be 
asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 


2. Hess, W. R.: Diencephalon. New York : Grune & Stratton, 1954. 
Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

Articles appearing in this Journal do not necessarily reflect the official attitude of The American 
Psychiatric Association or of the Editorial Board. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.50. Copyright 1961 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 200 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire. 
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After a history and a physical ruled out organic 
disease, the physician diagnosed the case as recurring 
states of anxiety. To relieve these symptoms for this 
busy housewife, he prescribes Meprospan-400, the 
only meprobamate in sustained-release form. 


Calm and relaxed, the patient is no longer upset 
by the pressures and irritations met in everyday life, 
nor is she likely to be incapacitated by autonomic 
disturbances, drowsiness, ataxia or other untoward 
reactions. 


ee ar 
Peacefully asleep, the patient enjoys beneficial rest 
...Meprospan-400 has relieved the tensions that 
previously prevented sleep or kept her tossing and 
turning throughout the night. 


Qi} WALLACE LABORATORIES / Cranbury, N. J. 


As directed, the patient takes one Meprospan-400 
capsule at breakfast. Her symptoms of tension and 
nervousness are soon relieved, and she will not have 
to remember to take another capsule until dinner- 
time. 


- 


Alert and attentive, the patient participates in a 
P.T.A. meeting, following her second capsule of 
Meprospan-400 taken with the evening meal. 
Meprospan-400 does not decrease her mental 
efficiency or interfere with her normal activities or 
behavior. 


most widely prescribed tranquilizer . . . 
most convenient dosage form... 


ONE CAPSULE LASTS 12 HOURS 


Meprospan-400 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One capsule at breakfast lasts all day, 
one capsule with evening meal! lasts all night. Supplied: 
Meprospan-400, each blue-topped sustained-release 
capsule contains 400 mg. Milltown. Also available: 
Meprospan-200, each yellow-topped sustained-release 
capsule contains 200 mg. Miltown. For children: Cap- 
sules can be opened and the coated granules mixed with 
soft foods or liquids. 

Both potencies in bottles of 30. 


Samples and literature available on request. 
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There IS an answer... 
when COSTS are important! 


THE BROWN SCHOOLS for mentally retarded and emotionally disturbed 


persons from infancy to maturity* 


“es *Older retarded persons (21 yrs. and over)—$230 monthly tuition; 
Retarded children (infancy to 21 yrs.) —$230 to $280 monthly tuition; 


ee Emotionally disturbed children and adolescents (8-18 yrs.)—$280 monthly tuition 
plus $100 per month individual therapy. 


Paul L. White, M. D., Medical and Psychiatric Director 


For a detailed catalogue describing The 
Brown Schools in both text and photo- 
graphs to: 
Mrs. Nova Lee Dearing, Registrar 
Dept. C-O ¢ P.O. Box 4008 
Austin 51, Texas 


Austin and San Marcos, Texas © Founded in 1940 © Six separate resident centers 
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laton’ provides therapeutic 


perphenazine 


port in the hospital situation 


Trilafon 


maintains functional gains—supports the 
patients readjustment to home and community life 


Available as Tablets, Injection, Liquid Concentrate. Consult Schering literature for indications, dosage and 


administration, precautions and contraindications. 
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CONTROL 


drug-induced extrapyramidal symptoms 


—permits continued ataractic therapy without interruption due to incapacitating side effects 


paralysis agitans 


—permits the patient to live a more normal life 


brand Procyclidine Hydrochloride 


Clinical appraisals 


“Kemadrin has a definite place in the control and management of 
drug-induced parkinsonism.” ' 


“This appears to be [a] drug of choice in combating the akathisia 
syndrome: 57% responded favorably and lost practically all of the 
unpleasant symptoms that characterize this condition.” * 


“... it proved a worthy addition to the therapy of parkinsonism because 
it afforded relief to many patients who had failed to respond to other 
drugs.” * 


“..Kemadrin, shows promise of definite value in the armamentarium 
of the physician in the treatment of Parkinsonism, especially in those 
cases which have not responded to other drugs.” * 

1. Konchegul, L.: M. Ann. D. of C. 27:405 (Aug.) 1958. 

2. Kruse, W.: Dis. Nerv. System 21:79 (Feb.) 1960. 


3. Zier, A. and Doshay, L. J.: Neurology 7:485 (July) 1957. 
4. Lerner, P. F.: J. Nerv. & Ment. Dis. 123:79 (Jan.) 1956. 


Complete literature available on request. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
xI 
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LIFT THE 
DEPRESSION 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient's responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M. G. Hoermann, Dis. 
Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 


Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. H. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116:453, 1959. 5. L. Alexander and S. R. 
Lipsett, Dis. Nerv. System, 20:(Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psychiat., 
116:355, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:( Art. 3), 820, 1959. 8. L. O. Randall and R. E. Bagdon, ibid., p. 626. 9. G. Zbin- 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. T. R. Robie, Dis. 
Nerv. System, 20:182, 1959. 12. A. Feldstein, H. Hoagland and H. Freeman, Science, 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. I. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8-12, 1959. 22. R. W. Oblath, paper read at American Therapeutic Society, 
60th Annual Meeting, Atlantic City, N. J., Jume 6, 1959. 23. S. L. Cole, ibid. 24. I. 
Kimbell, Jr., paper read at Cooperative Chemotherapy Studies in Psychiatry, 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the International Symposium on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 


MARPLAN ® —brand of isocarboxazid 
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Ste/azine’ 


brand of trifluoperazine 


can help you relieve anxiety, 
without causing drowsiness 


‘Stelazine’ can help you to relieve anxiety promptly 
—either in hyperactive patients or in withdrawn 
patients. It does this with an action that is, in one 
way, unusually incisive and direct. It causes little 
or no drowsiness. 


Based on his experience with other tranquilizers, 
Winkelman! feels that the therapeutic effect of 
‘Stelazine’ “‘approaches the classic definition of 
ataraxia, that is, a state of calmness without seda- 
tion and untroubled by excitation in either internal 
or external environment.” 


Further Documentation 


*Ayd? states: “The fact that [‘Stelazine’] causes 
little fatigue or drowsiness and does not impair 
mental acuity enhances its value for outpatients 
who can continue to work, drive a car and so forth.” 


*Proctor and Gunn’ gave ‘Stelazine’ to 40 patients 
who were pieceworkers in a hosiery mill. They 
observed only one instance of marked drowsiness, 
although they had become accustomed to seeing 
“a much higher incidence of this effect in patients 
treated with ataractic drugs. Moreover, [‘Stelazine’] 
had no effect on the patients’ manual dexterity.” 


*In one study of ‘Stelazine’, Winkelman' found 
that none of his patients, most of whom were ma- 
chine operators, reported loss of alertness or manual 
dexterity. Patients who had been on other tran- 
quilizers and were discouraged because of lethargy 
and sluggishness became alert and active on chang- 
ing to ‘Stelazine’. One said that he felt as if “a 
weight was taken off my back.” 


1. Winkelman, N.W., Jr.: Some Thoughts Concerning Trifluoper- 
azine and Its Place in Ataractic Therapy, in Trifluoperazine: Further 
a a Laboratory Studies, Philadelphia, Lea & Febiger, 1959, 
pp. 78-81. 


2. Ayd, F.J., Jr.: ‘Stelazine’ Heo for the Psychosomatic Pa- 
tient, Clin. Med. 6:387 (Mar.) 1959. 


3. Proctor, R.C., and Gunn, C.G., Jr.: Treatment of Anxiety in 
Hosiery Mill Workers, in 7rifluoperazine: Further Clinical and Labora- 
tory Studies, Philadelphia, Lea & Febiger, 1959, pp. 28-36. 


Smith Kline French Laboratories, Philadelphia 


Sp leaders in psychopharmaceutical research 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 
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COMPLICATES 


of Merck & Co., Inc., 


COGENTIN is a 2 


for rapid sedation 
of short duration 


DURATION 11———— 


for rapid sedation 
with prolonged effect 


DURATION 11 


SECONAL® SODIUM 


(secobarbital sodium, Lilly) 


when the patient 
must sleep 


Probably the most frequent type of insomnia is sleep- 
lessness caused not by physical discomfort but by 
mental unrest. Seconal Sodium is particularly useful 
in such cases. Sleep, once started, usually continues 
throughout the night. The patient awakens feeling re- 
freshed and free from aftereffects. 

Seconal Sodium, in adequate dosage, usually brings 
sleep within fifteen to twenty minutes. Rarely is more 
than 0.1 Gm. (1 1/2 grains) needed, and often 0.05 
Gm. (3/4 grain) is sufficient. 


TUINAL* 


(amobarbital sodium and secobarbital sodium, Lilly) 


when sleep 
must be sustained 


Occasionally, when the insomnia is of a more complex 
nature, the patient has difficulty in falling asleep and 
may also awaken in the early hours. This type of 
insomnia usually responds to Tuinal—a combination 
of rapid-acting Seconal Sodium and moderately long- 
acting Amytal® Sodium. 

Tuinal may be given in doses of 0.1 Gm. (1 1/2 
grains) for less severe cases. For more profound hyp- 
nosis of longer duration, the 0.2-Gm. (3-grain) Pul- 
vule® may be used. 


Amytal® Sodium (amobarbital sodium, Lilly) 
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DIAGNOSTIC AND DEMOGRAPHIC CHARACTERISTICS OF 
PATIENTS SEEN IN OUTPATIENT PSYCHIATRIC CLINICS FOR 
AN ENTIRE STATE (MARYLAND) : IMPLICATIONS FOR THE 
PSYCHIATRIST AND THE MENTAL HEALTH PROGRAM 
PLANNER * 


ANITA K. BAHN, Sc.D.,2 CAROLINE A. CHANDLER, M.D.,® 
anp LEON EISENBERG, M.D., F.A.P.A.* 


This paper ° presents some of the findings 
of the first comprehensive study on the char- 
acteristics of psychiatric clinic outpatients of 
an entire State. Data were collected on the 
age, sex, color, place of residence, and men- 
tal disorder of every Maryland resident seen 
in a mental health clinic in the State or in 
nearby areas serving residents of the State 
during the year ending June 30, 1959. A 
mental health clinic was defined as “an ad- 
ministratively distinct psychiatric service for 
outpatients where a psychiatrist is in at- 
tendance at regularly scheduled hours and 
takes the medical responsibility for all the 
patients.” It is our intention to demonstrate 
the usefulness to the psychiatrist, mental 
health program planner, sociologist and 
epidemiologist of such data obtained for an 
entire geographic area and therefore refer- 
able to a population base for computation 
of admission and termination rates. 

The first point we wish to emphasize is 
that our data are not a description of the 
distribution of mental disorders in various 
population groups but rather of those re- 
ceiving defined psychiatric services. The 
availability of various psychiatric facilities 

1 Read at the 116th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Chief, Outpatient Studies Section, Biometrics 
Branch, National Institute of Mental Health, Be- 
thesda, Md. 

8 Chief, Office of Mental Health and Child 
Health, Maryland State Department of Health, 
Baltimore, Md. 

4 Associate Professor of Psychiatry, The Johns 
Hopkins University, Baltimore, Md. 

5 This paper presents part of the findings of a 
methodological study of psychiatric clinic outpa- 
tients conducted by Dr. Bahn for the National 
Institute of Mental Health, Maryland State De- 
partment of Health, and the Johns Hopkins Univer- 
sity School of Hygiene and Public Health. A mono- 
graph presenting is in preparation. 


and supporting services, clinic policies, cul- 
tural attitudes toward seeking and accepting 
psychiatric help, sophistication in recogniz- 
ing psychiatric symptomatology, and com- 
munity resources for case finding—all are 
selective factors determining who comes to 
clinics. As a result, the relation of the clinic 
population to the total mentally ill popula- 
tion is not known. For example, disturbed 
individuals seen by private psychiatrists, the 
Special Services Division of the Baltimore 
City Board of Education, probation services 
of the juvenile court, and social agencies are 
excluded. It has been estimated by various 
studies(1-3) that 10% or more of the non- 
institutionalized population are suffering 
from psychiatric disorders. Our figures, 
which indicate that less than one-half of 
1% of the population are seen in a psychia- 
tric clinic in a year, point to a large dis- 
crepancy between the total number who 
may be mentally ill and the number who are 
receiving outpatient services(4). 


DEMOGRAPHIC CHARACTERISTICS 


Table 1 compares the Maryland clinic ad- 
mission rates for children and adults by 
place of residence and with national esti- 
mates. Rates adjusted for differences in the 
age distribution by place of residence were 
also computed. This adjustment modifies the 
figures in Table 1 slightly but does not affect 
the direction of the differences. Also we 
have estimated that rates based on number 
of individuals rather than on number of ad- 
missions would be approximately 5% lower 
for all groups. 

In the more rural counties, clinic services 
are primarily for children while services for 
adults receive less emphasis. The relatively 
high rate for children in these counties re- 
flects the use of the mental health clinic for 
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TABLE 1 
Admission Rates to Outpatient Psychiatric Clinics per 
100,000 Population, by Major Age Group and Place of 
Residence : Maryland Residents, July 1, 1958 to 
June 30, 1959, and Estimated United States Total 1955 


PATIENTS PATIENTS 
UNDER 18 YEARS 18 YEARS OF 


PLACE OF RESIDENCE TOTAL OF AGE AGE AND OVER 


Total Mary- 
land, 1958-59 285 292 280 
Baltimore City 405 266 473 
Metropolitan 
220 258 197 


counties 
386 141 


Nenmetropolitan 
counties 
United States 
(estimate) * 


1955 164 248 120 


* Based on Bahn, A. K. and Norman, V. B.: First National 
Report on Patients of Mental Health Clinics, Public Health 
Rep. 74: 943-956, November 1959. 


school psychological services and as a case- 
work and court diagnostic facility because 
of the lack of other community resources. If 
the special school services in Baltimore City 
were included in our statistics, the clinic ad- 
mission rate for Baltimore City children 
would be more than tripled. The clinic data 
on rates of admission therefore indicate 
that where school systems lack testing facil- 
ities and where ancillary agency services are 
minimal, mental hygiene clinics tend to be 
dominated by service demands for psycho- 
logical testing of children and social serv- 
ices. The uniformity, however, with which 
all clinics report long waiting lists for treat- 
ment of children indicates a marked inade- 
quacy of services in all geographic areas. 

The decrease in adult psychiatric rates 
_ from the more to the less urbanized area 
demonstrated in Table 1 for outpatients is 
similar to earlier findings which indicate 
that highest rates of hospitalization for 
schizophrenia occur in areas of high popu- 
lation mobility and density (5-7). The extent 
to which this gradient reflects differences in 
available services or differences in ecology 
(and in turn, ecological factors may repre- 
sent cause or effect) is not known. There 
can be little doubt, however, that it reflects 
in part a deficiency of services for adults in 
the rural counties. Medical school and state 
mental hospital clinics are located in the 
large urban centers and are therefore rela- 


tively inaccessible to rural residents. In or- 
der to improve services to the rural post- 
hospitalized patient, a system of referrals 
from state mental hospitals to county mental 
hygiene clinics and health departments is 
now being initiated. 

Within Baltimore City, rates for non- 
whites for some age groups in early adult- 
hood are almost twice as high as those for 
whites (Figure 1), this large difference by 
color paralleling the rates of first admission 
to the state mental hospitals of Maryland 
(8), Ohio(9), and New York( 10). Our find- 
ings are contrary, however, to those of the 
Baltimore Chronic Illness Survey(1) of a 
sample of the general population. The au- 
thors cite examination by white clinicians, 
differences in age distribution, and selective 
factors of hospitalization, as possible reasons 
for the low prevalence of certain mental dis- 
orders found for nonwhites. Differences in 
the methods of the two studies must also be 
considered : in the Baltimore Survey a sam- 
ple of the general population was examined 
by internists whereas the present study is 
based upon people with psychiatric com- 
plaints who presented themselves at a clinic. 
Our data, indicating differences between 
whites and nonwhites, emphasize the need 
to explore the relation of such factors as 
socioeconomic level and differential migra- 
tion (into and out of the city) to psychiatric 
illnesses, as well as the need to investigate 
differential utilization of facilities by whites 
and nonwhites. 

Another significant finding is that clinic 
admission and termination rates are con- 


FIGURE 1 


ADMISSION RATES TO OUTPATIENT PSYCHIATRIC CLINICS, 
BALTIMORE CITY RESIDENTS BY AGE,COLOR AND SEX, 
JULY 1,1958 TO JUNE 30,1959 
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siderably higher for boys than girls. This 
finding has been observed in national statis- 
tics(11). We note here, in addition, the sex 
differential by diagnostic category—higher 
rates are observed for personality disorders, 
adjustment reactions, brain syndromes, and 
mental deficiency (Table 2). More boys 
than girls are admitted to nearly every clinic 
reporting to the study. In addition, more 
boys than girls are referred by almost every 
type of community agency. These data may 
reflect different and more obtrusive behavior 
deviations in males resulting in greater com- 
munity intolerance, or more parental con- 
cern for boys; however, the higher mor- 
bidity rate among male children is well doc- 
umented in other handicapping conditions 
also(12), and mortality in utero is higher 
for males(13). This suggests the need for 
intensive research into possible causes of 
these differences. 

Interestingly, by about age 30, white fe- 
male rates are as high as male and there- 
after they are not dissimilar (Figure 2) ; 
among nonwhites, rates are higher for fe- 
males than males at older ages (see Figure 
1). First admission rates to mental hospitals, 
however, including private and public hos- 
pital data, and estimates for Veterans Ad- 
ministration hospitals, are somewhat higher 
for males than females(14). 

Children under 5 and adults 65 years and 
over have the lowest rates of admission to 
clinics ; high rates for school children are 
followed by a decline in late adolescence, 
a secondary rise at ages 30 to 40 years, fol- 


ADMISSION RATES TO OUTPATIENT PSYCHIATRIC CLINICS, 
MARYLAND WHITE RESIDENTS BY AGE AND SEX, 
JULY 1,1958 TO JUNE 30,1959 


NUMBER OF ADMISSIONS 
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lowed by another decline. Low rates for 
children under 5 years may be the result of 
a low prevalence of disorders, difficulty in 
detecting pathology, or reluctance to refer 
young children for psychiatric help. This is 
an area in which further knowledge is 
needed for control of mental illness. The 
data suggest, however, that case finding 
should be intensified. A pilot project in early 
case finding among preschool children has 
been initiated in well-baby clinics in Mary- 
land. Infants and preschool children show- 
ing deviations in development and behavior 
are being referred for psychological evalua- 
tion. 

The decline in clinic admissions at the 
end of adolescence appears to reflect the 
withdrawal of the school as the principal re- 
ferral agent. Possibly, also, this is a period 


TABLE 2 


Termination Rates from Outpatient Psychiatric Clinics per 100,000 


Residents under 18 


Population : Maryland 
Years of Age, by Color and Sex, and by Mental Disorder, July 1, 1958 to June 30, 1959 


MENTAL DISORDER 


Total 

Brain syndromes 

Mental deficiency 

Psychotic disorders 

Psychophysiologic autonomic 
and visceral disorders 

Psychoneurotic disorders 

Personality disorders 

Transient situational 
personality disorders 

Without mental disorder 

Not stated 


& 
FIGURE 2 
— More 
{ 
a 
o 10 20 30 70 80 
: 
as 
a3 
oe 
TOTAL MALE FEMALE MALE FEMALE 
a 269.2 366.1 189.6 285.1 159.9 ae 
38.4 43.4 27.1 68.0 34.6 
a 44.3 52.1 36.9 578 275 
125 15.5 7.2 16.2 17.3 
46 5.3 4.1 41 4.1 pas 
26.2 29.7 25.9 15.2 22.4 
57.9 95.3 29.5 55.8 14.3 
64.7 95.1 45.3 446 31.6 a3 
10.9 16.5 6.2 11.2 6.1 
9.8 13.3 74 12.2 2.0 
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of relatively low stress, coming after a period 
of academic demands and prior to the on- 
set of family responsibilities. The marked 
change in rate of referral at the point that 
school attendance diminishes, nevertheless, 
emphasizes the importance of the school as 
a case finding agency for preventive psy- 
chiatry. 

The increase in admission rates at ages 
25-35 for white females and 30-40 for white 
males suggests areas for sociological investi- 
gation. For example, preliminary findings in- 
dicate that these ages coincide with the peak 
age of divorce after two or more marriages 
(15). Studies by Clausen(16) indicate the 
disruption of the marital relationship ante- 
cedent to hospitalization for mental illness, 
and those by Locke, et. al.(9), that rates of 
admission to public mental hospitals are 
highest for the separated and divorced. In- 
formation on the differential risk of admis- 
sion to clinics by marital status is being 
planned for 1960 when denominator (cen- 
sus) data will be available. 

The general decline in the clinic popula- 
tion past the age of 40 cannot be construed 
as an indication of diminishing mental 
pathology with age since it is accompanied 
by an increase in the rate of admission to 
inpatient care(11). The advent of new treat- 
ment methods, the declining resident mental 
hospital population(17, 18), and the growth 
of clinic services(19) can be expected to al- 
ter the present high ratio of inpatients to 
outpatients at these ages. The particularly 
low rates of admission to clinics for those 
65 years and over concomitant with high 
rates of inpatient admissions, suggest that 
mental health clinics are not assuming a 
sufficiently important role in the care of 
geriatric patients. It is possible that inter- 
vention by a mental hygiene clinic could 
reduce the hospitalization rate for this 


group. 


MENTAL DISORDERS AND SYMPTOMS 


An important methodological contribution 
of this study, we believe, is that an impres- 
sion of mental disorder was requested if a 
formal diagnosis could not be recorded. 
Clinic cooperation with this reporting pro- 
cedure reduced the percentage of clinic pa- 
tients, particularly children, with psychiatric 
classification not stated, from the national 


average of 22%(11) to a low of 2% in the 
present study. The reporting and coding 
process permits separate study of diagnoses 
and impressions. Twenty-two percent of the 
children’s classifications and 4% of the adults’ 
classifications were impressions (Table 3). 
The proportion of children’s cases reported 
as impressions is highest for mental de- 
ficiency and lowest for psychotic disorders. 
In this paper, impressions have been in- 
cluded with diagnoses in the rate computa- 
tions in order to describe the patients as 
completely as possible. Data were tabulated 
on the broad and detailed categories of 
mental disorders, on severity of mental de- 
ficiency, and on selected symptom syn- 
dromes, to test the usefulness of the detailed 
diagnostic codes of the Diagnostic and Sta- 
tistical Manual of the American Psychiatric 
Association (20). Only highlights of the find- 
ings are presented here. 

We might look first at the age trend in the 
rates for each major category of mental dis- 
order. Since mental disorder is reported only 
on termination of clinic services, the rates 
represent the number of clinic terminations 
per 100,000 population. As reported by 
clinics, the age curve for brain syndromes 
(Figure 3) tends to show three peaks, re- 
flecting several different types of disease 
entities. Brain syndromes associated with 
prenatal and paranatal factors such as con- 
genital cranial anomaly, mongolism, birth 
trauma, convulsive disorder, and unknown 
organic etiologies peak at early ages and 
generally continue at about the same level 
through age 15 years. Only convulsive dis- 
order and other brain trauma do not decline 
rapidly thereafter. Except for white females, 


BRAIN SYNDROME RATE OF TERMINATION FROM OUTPATIENT 
PSYCHIATRIC CLINICS, BALTIMORE CITY NON-WHITE 
MALES, BY AGE, JULY 1,1958 TO JUNE 30,1959 
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TABLE 3 


Percent of Psychiatric Classifications Reported as Impressions, by Psychiatric Classification and Major 


Age 


Group : Maryland Resident Terminations from Outpatient Psychiatric Clinics, July 1, 1958 to June 30, 1959 


PSYCHIATRIC CLASSIFICATION 


NUMBER OF 
CASES 


PATIENTS UNDER 
18 YEARS OF AGE 


PATIENTS 18 YEARS 
OF AGE AND OVER 
PERCENT 
NUMBER OF REPORTED AS 
CASES IMPRESSIONS 


PERCENT 
REPORTED AS 
IMPRESSIONS 


Total patients with a psychiatric 

classification 

Brain syndromes 

Mental deficiency 

Psychotic disorders 

Psychophysiologic autonomic and 
visceral disorders 

Psychoneurotic disorders 

Personality disorders 

Transient situational personality 
disorders 

Without mental disorder 


2,728 


4,509 
424 
127 


71 
81 


acute and chronic brain syndromes asso- 
ciated with alcohol intoxication are the 
principal components of the rates between 
the ages 25 to 64 years. In late adult life, 
brain syndromes associated with cerebral 
arteriosclerosis and senile or presenile brain 
disease are predominant ; although based on 
small numbers of cases the higher non- 
white than white rates parallel the racial 
difference in the death rate from cerebro- 
vascular accidents(21). 

Mental deficiency without demonstrated 
organic cause is diagnosed in clinics pri- 
marily at school ages (5-14 years). At these 
ages it is more frequently reported than 
brain syndrome with mental deficiency 
(Table 4). The distinction between idio- 
pathic and organic mental deficiency, how- 
ever, is dependent almost entirely on the 
adequacy of diagnostic procedures and med- 


ical history. Children seen by a psychiatrist 
in our study are more likely to be classified 
with a brain syndrome than children seen 
only by a clinical psychologist. It is possible 
that this difference represents case selection 
rather than variation in case evaluation by 
profession. However, it is our belief that 
rates for organic mental deficiency are un- 
derstated primarily because complete diag- 
nostic service is frequently not available 
to the mentally deficient child. 

The relatively high clinic rate for brain 
syndrome and other mental retardation com- 
bined noted for young children support the 
assertion that primary prevention of mental 
illness should begin with high quality pre- 
natal and early natal care( 22-24). 

Psychotic disorders are rare below the 
age of 5 ; the rate rises exponentially in early 
adolescence (Figure 4) doubling in each 


TABLE 4 


Termination Rates from Outpatient Psychiatric Clinics per 100,000 Population : Maryland Residents under 20 
Years of Age with Symptom of Mental Deficiency, by Mental Disorder and Age, July 1, 1958 to June 30, 1959 


MENTAL DISORDER 


AGE GROUP 
10-14 
YEARS YEARS 


Total rate for symptom of 
mental deficiency 
Mental deficiency 
(idiopathic or familial) 
Chronic brain syndrome 
with mental deficiency 


he 
404 11.5 28 | 
131 5.3 1,521 1.6 
2 oe 48 8.3 83 1.2 
275 9.5 1,314 2.6 
609 21.3 888 9.5 
680 18.2 19.7 
115 40.0 25 
Be 
= 
hig 
x. 
0-4 15-19 
TOTAL YEARS YEARS 
EEE 
‘: 62.8 42.1 89.5 76.4 41.0 
oe 43.1 17.4 65.0 59.1 35.3 
19.7 24.8 24.4 17.3 5.7 
> 
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FIGURE 4 


PSYCHOTIC DISORDER RATE OF TERMINATION FROM 
OUTPATIENT PSYCHIATRIC CLINICS, BALTIMORE CITY, 
WHITE RESIDENTS BY AGE AND SEX, 

JULY 1,1958 to JUNE 30,1959 


NUMBER OF TERMINATIONS 
per 100,000 POPULATION 
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subsequent 5-year age group to young adult- 
hood and then begins to decline. The age 
curve for females is of the same general 
shape as that for males, but tends to be 
“displaced” about 5 to 10 years later on the 
age scale. This earlier peak in the male 
psychotic disorder rate has been noted in 
hospital studies(6, 25). 

The psychoneurotic disorder rate rises 
somewhat earlier ; for males the increment 
slackens in late adolescence so that adult 
female rates exceed male rates particularly 
among nonwhites. These disorders peak in 
early adulthood. 

Adult psychotic disorder rates are almost 
twice as high for nonwhites as for whites 
(Table 5). For nonwhite females, psycho- 
neurotic disorder rates are also relatively 
high. The fact that nonwhite male rates 


markedly exceed white male rates only for 
psychotic disorders raises interesting ques- 
tions : is there selection in the kinds of re- 
ferrals made to clinics, different diagnostic 
interpretations for each racial group, or are 
these real population differences in the 
relative frequency of various psychiatric 
illnesses ? 

As a group, personality disorders show 
the greatest difference by sex (Figure 5). 
In general during childhood, male rates are 
about three times as high as those for fe- 
males and in adulthood they are about 
twice as high with some tendency for the 
female rate to peak at a later age than for 
males. Personality disorder rates generally 
decline by the age of 20 or 25 but some 
increase occurs around age 40 for whites 
due to alcoholism (addiction). (It is note- 
worthy that only 11 outpatients with drug 
addiction were reported.) The change in 
rates for personality disorders, with age, are 
provocative. What happens in adult years 
to individuals reported with personality dis- 
orders at younger ages ? Do these persons 
appear instead in other “problem popula- 
tions” such as in welfare or agency case- 
loads ? Have the disorders changed to some 
other type such as psychotic disorders, or 
are individuals with personality disorders 
“immature” persons who eventually mature 
as suggested by studies of Glueck on crim- 
inals(26) ? 

The most striking feature about transient 
situational personality disorders (adjustment 


TABLE 5 
Termination Rates from Outpatient Psychiatric Clinics per 100,000 Population : Maryland Residents 18 Years 
of Age and Over, by Mental Disorder, Sex and Color, July 1, 1958 to June 30, 1959 


MENTAL DISORDER 


Total 

Brain syndromes 

Mental deficiency 

Psychotic disorders 

Psychophysiologic autonomic and 
visceral disorders 

Psychoneurotic disorders 

Personality disorders 

Transient situational 
personality disorders 

Without mental disorder 

Not stated 


on 

% 

© 5 10 15 20 25 30 35 40 45 5O 55 60 65 70 75 80 ae 

AGE IN YEARS 

. 

= 

TOTAL WHITE NONWHITE WHITE NONWHITE 

243.3 2160 402.1 206.2 452.2 

22.6 19.1 75.5 10.4 60.8 

68 5.2 16.5 47 17.7 

81.1 61.5 145.3 73.3 169.6 

44 42 43 3.5 11.3 

70.0 54.5 63.3 73.1 143.4 oe 

47.3 61.7 71.2 32.8 30.4 Be 

38 38 29 3.6 5.7 

43 3.6 12.2 34 5.7 

3.0 2.3 10.8 14 78 
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reactions) is their considerable numeric im- 
portance in childhood and abrupt decline at 
18 years (Figure 6). Since there is no simi- 
lar marked decline in other disorders, the 
phenomenon may be that referred to earlier 
—the sharp drop in school referrals—coupled 
with removal of relatively healthy young 
males from the general population by the 
armed forces. Another factor, we believe, is 
that many clinicians are reluctant in their 
diagnoses of children to consider the pathol- 
ogy as other than transient. From examina- 
tion of clinic records we have noted cases 
diagnosed under the classification of “tran- 
sient situational personality disorder” where 
the disturbance was neither transient nor 
situational but rather severe and prolonged. 
In a study of 80 pediatric outpatients of a 
psychiatric clinic, for example, all were 
found to have had symptomatology for at 
least 6 months, and half for at least 2 years 
(27). In addition, a serious deficiency in the 
nomenclature is the lack of a detailed classi- 
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fication within this rubric (adjustment re- 
actions) which is quantitatively so im- 
portant for child patients. 

Psychophysiologic autonomic and vis- 
ceral disorders constitute a numerically un- 
important category (about 2%) among clinic 
patients, an interesting contrast to the find- 
ings of the Baltimore Chronic Illness Survey 
of a sample of the general population(1). In 
the latter study, a third of all psychiatric 
cases diagnosed by internists were classified 
with this disorder. Either this reflects a dif- 
ference between the types of diagnoses 
made by psychiatrists and by internists, or, 
as we are inclined to believe, a relatively 
small proportion of persons with psycho- 
somatic illnesses are referred to psychiatric 
clinics. 

In addition to mental retardation dis- 
cussed earlier, the prevalence of certain 
other manifestations of mental illness are of 
interest irrespective of psychiatric classifica- 
tion. Clinics were requested to report the 
symptom of “excessive drinking” in order 
to provide an estimate of the extent of this 
problem among the patient population. Pa- 
tients with brain syndromes associated with 
alcohol intoxication or with the disorder of 
alcoholism (addiction) represent less than 
half of the adults 20 years of age and over 
reported as problem drinkers (Table 6). A 
total of 25% of male patients and 9% of fe- 
male patients are reported with this symp- 
tom. These are minimum estimates since 
for another 20% of males and 10% of females 
this information is not available. Informa- 
tion on problem drinking is an aid not only 
in individual prognosis, but also in ecolog- 
ical studies on alcoholism, and in the plan- 
ning of alcoholism control programs. We 
recommend, therefore, that this symptom be 
reported routinely. 

In concluding this brief psychiatric de- 
scription of clinic patients in Maryland, we 
wish to urge both: 1. Continued study to 
improve the standard psychiatric classifica- 
tion as we progress in knowledge of etiology 
and psychopathology, and 2. Intensive field 
studies to improve reliability and compara- 
bility in the use of current classifications. 
Although there are at present some deficien- 
cies in both areas, as with other illnesses, 
progress can be made only by the persistent 
attempt to classify and count separate dis- 
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Terminations from Outpatient Psychiatric Clinics : Maryland Residents 20 Years of Age and Over with 
Problem Drinking, by Sex, July 1, 1958 to June 30, 1959 


MENTAL DISORDER 


Total number with problem drinking 
A. Brain syndromes associated with alcohol intoxication 
B. Alcoholism (addiction) 


539 
105 
115 


C. Other mental disorders with symptom of excessive drinking 319 


Problem drinkers as percent of total patients 


25.4 


ease entities. Although symptoms or mani- 
festations of a disease are useful, the report- 
ing of symptoms alone cannot advance 
knowledge without clinical synthesis of the 
symptoms in terms of etiology and pathol- 


ogy. 
Discussion 


In this paper we have presented some of 
the principal findings with respect to the 
demographic and psychiatric characteristics 
of the residents of a state who are outpa- 
tients of mental health clinics. These data, 
when related to a population base, point to 
large differences in the differential risk of 
clinic admission by age, sex, race, and place 
of residence. It would be of interest to com- 
pare these data with other health and wel- 
fare data in order to detect significant re- 
lationships. 

Fact gathering on demographic and diag- 
nostic characteristics of patients is the first 
step in reviewing a mental hygiene program 
in order to plan for comprehensive services. 
It enables one to specify who is being served 
and in what way. Only then is it possible to 
determine whether the actual pattern of 
service corresponds to an optimal plan 
based upon best available public health 
information(28). 

We wish to encourage clinic studies in 
other geographic areas with large urban- 
rural and white-nonwhite populations for 
comparison with our findings. With the 
growing trend toward psychiatric treatment 
in the community as contrasted with treat- 
ment in the hospital, records from outpatient 
psychiatric facilities will become increasing- 
ly important in the study of persons who are 
referred to or seek psychiatric care. 

The combined inpatient-outpatient popu- 
lation is a less-selected portion of the total 


mentally ill than either group alone. In addi- 
tion, a serious flaw in the present study is 
the lack of follow-up information relating 
to the subsequent psychiatric experiences 
of patients. The fact that about a fifth of 
the patients are readmissions to the same 
clinic indicates that we are dealing with a 
group subject to recurrence of illness. 

A cumulative psychiatric case register file 
is needed, theretore, to obtain a more com- 
plete picture of diagnosed mental illness, 
and to follow individuals longitudinally 
through these facilities to answer such ques- 
tions as: What is the unduplicated count 
of individuals by age, sex, color, and diag- 
nosis, who are admitted to, terminated from, 
or under the care of a psychiatric facility 
within the year? What proportion of in- 
dividuals diagnosed for the first time in a 
psychiatric clinic are subsequently admitted 
to a psychiatric hospital within a specified 
time after clinic discharge ? What is the sub- 
sequent psychiatric history of an individual 
following first significant release from a 
mental hospital ? Is the number and com- 
position of the psychiatric population seen 
in psychiatric facilities fairly constant from 
year to year, or are there substantial yearly 
increments and decrements ? 

It is our immediate plan in Maryland to 
set up a coordinated research file on the 
inpatient and outpatient psychiatric popu- 
lation(29) to answer the above questions, 
to provide minimum estimates of incidence 
and prevalence, to aid in the study of the 
results of psychiatric care, and to observe 
changes in an individual's diagnosis over 
time, not only as an aid in determining diag- 
nostic reliability, but also to provide further 
information on the natural history of mental 
disorders. The feasibility of augmenting this 
research file with data from private psychia- 
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trists and from the non-psychiatric counsel- 
ing center will be explored. 


SUMMARY 


This study demonstrates the feasibility 
and utility of the routine collection of diag- 
nostic and demographic data from all psy- 
chiatric outpatient clinics serving residents 
of a defined geographic area. These data 
added to existing mental hospital figures 
and supplemented by reports from private 
practicing psychiatrists and community 
agencies not under a psychiatrist's direction 
will provide a more complete identification 
of the community’s mental health problems, 
an important step toward the ecology of 
mental illness. 
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DISCUSSION 
Appison M. Duvat, M.D. (Jefferson City, 
Mo.).—As a mental health program planner, I 
am very interested in using every available aid 
which may be helpful in our difficult assign- 
ment. I feel the authors of this report have 
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presented us with a specific additional method 
which will help to better identify the com- 
munity’s mental health needs. 

™ so stating, we should not be lulled into 
any sense of security about our total program, 
for this is but one aspect of the difficult es- 
timate of psychiatric need which plagues the 
state program planner. Many additional yard- 
sticks have been suggested, but none has been 
found to be entirely reliable. We have found 
that the use of mental health facilities in a 
state may be measured by the actual need for 
such facilities by mentally sick patients, but 
having said this, one is faced with the practical 
problem that one community refuses to use the 
facilities for reasons which are not even known 
to a second community. Such variant usability 
of the facilities may be based on prejudice, mis- 
information, financial ability or even religious 
antipathy for the hospital superintendent. Such 
things as the reputation of the hospital, its role 
and image in the community, and the attitude 
of the local press are also important. 

There is reason to believe that there is little 
variation in the rate of psychosis from state to 
state. Yet tl.c admission rate to state hospitals 
across America varies very widely. Missouri 
has the lowest state hospital admission rate of 
all the states—about 56 per 100,000 population. 


Yet the people of the state are not aware that 
there may be more psychotics in the Missouri 
community than in a state with 4 times our ad- 
mission rate to its state hospitals. We also do 
not have enough outpatient clinics to serve the 
psychotics who presumably must be in the 
Missouri population. The practical question 


arises : where are these people and why don’t 
they come to our attention ? 

Recent information points to the fact that 
short-term state hospital stay—with or without 
specific therapy—seems to reduce the chronicity 
of illness in days, months and years. Maybe our 
low admission rate (which in Missouri is not 
clearly understood) is another indication that 
generally we tend to hospitalize too many psy- 
chotic patients routinely—that if we would post- 
pone such hospitalization for a time, it might 
actually be avoided entirely ! 

I have no specific quarrels with the authors 
of this paper. Their method adds another assist 
to the most complex decisions which face the 
mental health program planner, and for each of 
these we are most grateful. I would add a brief 
postscript to emphasize that (a) improved pre- 
cision of psychiatric diagnosis would make this 
study more valuable, (b) the great need for 
follow-up studies of the case material presented 
as mentioned by the authors, and (c) to under- 
score and agree with the author’s report that 
schools without test services will swamp the 
clinic staff with requests for psychological test- 
ing—often not indicated. In the same situation 
the school teacher will often wish to refer the 
aggressive boy and overlook the schizophrenic 
girl. 

In my experience this can be almost entirely 
eliminated through an in-service psychiatric 
educational program for the teacher who can 
be taught to accurately estimate the seriousness 
of emotional disorders of children in her class- 
room. 
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The personal experiences on which this 
report is based were obtained in the course 
of two visits to the Amsterdam Service.* In 
the first of these visits the psychiatrist au- 
thor spent 10 days with the service, attend- 
ing conferences, interviewing physicians 
and nurses, visiting facilities, and making 
patient visits with both physicians and 
nurses. The second visit was a part of a 
month-long study of a number of com- 
munity psychiatric services, both rural and 
urban, in the Netherlands by two sociolo- 
gists experienced in research on medical 
services. They spent two weeks with the 
Amsterdam service in the manner already 
described but, profiting by the prior ex- 
perience of the psychiatrist, with a better 
planned series of observations and with 
more clearly defined questions to be investi- 
gated. They interviewed a sample of per- 
sonnel drawn from all levels of the service 
as well as key individuals from related 
agencies. These interviews were semistruc- 
tured in nature and the Dutch and German 
languages as well as English were used. 
Many were recorded on tape in order to 
permit a more leisurely and detailed analy- 
sis. These interviews were obtained as 
privileged and confidential communications 
and are here quoted directly only where the 
respondent has already indicated a similar 
view in publications or intended the quota- 
tion for public information. In some in- 
stances material is summarized. Misinterpre- 
tation under such circumstances is, of 
course, possible and such as occurs is the 
responsibility of the authors. 

The Municipal Psychiatric Services of 
Amsterdam are comprehensive in scope. 
Their resources and services reach pre- 
school children, children of school age, de- 


1 Read at the 116th annual meeting of The Ameri- 


can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2 The Johns Hopkins University, School of Hygiene 
and Public Health, Baltimore, Md. 

8 Financed by two separate grants from the Mil- 
bank Memorial Fund which are gratefully acknowl- 
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fectives, emotionally disturbed and handi- 
capped persons, adult psychotics in the com- 
munity and in the psychiatric wards of the 
general hospitals. The non-hospitalized (in- 
cluding psychopaths and police cases), the 
psychotic prior to hospitalization, during 
hospitalization and after hospitalization, and 
geriatric patients are included. 

Other health, medical and welfare serv- 
ices in the community and general social 
agencies frequently work with the munici- 
pal mental hygiene services. These services 
are, on the whole, well integrated and inter- 
locking. There has been, through the years, 
a certain amount of movement of personnel 
from one branch to another, and there are 
frequent conferences between the various 
agencies. A network of formal and informal 
interpersonal] relationships make communi- 
cation easy and rapid. Throughout our 
sample of interviews, with one exception, 
the same general ideology regarding the 
service and its effectiveness, and attitudes 
towards it, prevailed among all levels of 
personnel in all branches of the service, 
with of course, some difference in degree 
of elaboration. The one exception is that of 
a more psychodynamically oriented psy- 
chiatrist who was deeply concerned with 
the lack of provision for the neurotic pa- 
tients and the relative absence of resources 
for intensive psychotherapy. 

Only one part of this essentially inte- 
grated and comprehensive service will be 
discussed here, but it is important to bear 
in mind throughout the discussion that this 
one aspect is only part of an interlocking, 
mutually-sustaining system of which any 
part has access to the resources of all the 
other parts. 

The particular aspects we wish to discuss 
are termed by the service itself, in the short- 
hand of bureaucratic jargon, “the post-care 
program, the pre-care program, and the 
emergency program.” These are not three 
distinct entities. They share the same ad- 
ministrative staff, headquarters, and person- 
nel, 
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This discussion will not include the con- 
ventional indices of program evaluation 
such as physician-patient ratio, nurse case- 
load or the statistics of visits and of patient 
movement. The intention is, rather, to dis- 
cuss the ideology and attitudes, the prac- 
tices and theoretic rationale, which appear 
to have important significance for the prac- 
tice and development of social psychiatry. 

The first program to be established was 
that for patients following psychiatric hos- 
pitalization, the post-care program. This 
program was the point of origin of much of 
the present system. 

The way in which this system developed 
is probably significant for subsequent evolu- 
tion of the psychiatric services in Amster- 
dam. In the Netherlands each community 
pays a per diem (per capita cost) for each 
resident of that community cared for in a 
mental hospital. At the inception of the pro- 
gram there were about 3,000 Amsterdam 
residents in Provincial and voluntary mental 
hospitals. This population was increasing at 
about 100 per year. This was a substantial 
and growing burden on the community al- 
ready strained to recover from its very con- 
siderable losses in the War. The municipal 
authorities put a simple questicn to the 
municipal psychiatrists : “Could this popu- 
lation be reduced, or its rate of increase 
slowed ?” It is important to note two things 
about this initiative, its origin and its mo- 
tives. It originated in lay authority. Its 
major motive was economic, “How can we 
reduce costs ?” Dr. Querido, the founder of 
the service, Dr. Gravesteyn, the present 
head of the service, and Dr. Piebenga, chief 
inspector for the Netherlands Hospitals, are 
all in agreement that economy was the 
major motive for the request. As Dr. Pie- 
benga put it, “Economy was the mid-wife at 
the birth of the new program.” 

This is not to say that humanitarian and 
professional motives were completely ab- 
sent. Amsterdam has a long history of pro- 
viding adequate care for its mentally ill. 
But one of the main reasons for asking for 
change was an easily understood, reality- 
centered question and the goals implied 
were universally considered desirable. 
Given this origin and these motives, it is al- 
most predictable that any reasonable answer 
would receive respectful consideration. The 


implications of this for community-based 
psychiatric program planning are obvious. 

The response to the question was empiri- 
cal and quantitative. Querido visited the 
mental hospitals, establishing contacts, read- 
ing histories and examining patients. We 
will not dwell on skillful handling of the 
complicated interpersonal processes that 
were involved in establishing mutually 
friendly contacts and working relationships 
with hospital personnel. Suffice to say that 
the painstaking efforts of those days still 
show their fruit in the persistence of easy, 
flexible, mutually cooperative relationships 
as a new generation of professional leader- 
ship takes over. It should also be noted that 
one of the stated motives for cooperation on 
the part of hospital administration was as 
reality-centered as the motivation of the 
community. Hospitals were markedly over- 
crowded and understaffed. Anything that 
would reduce the resident population in a 
reasonable and humane manner would in- 
crease hospital effectiveness and provide a 
higher level of professional satisfaction. 

Querido established that 10 to 20% of the 
resident mental hospital population from 
Amsterdam was being retained in hospital 
after having achieved maximum potential 
benefits from their stay, simply because of 
lack of alternative facilities to which they 
could be discharged. Querido visualized 
these alternative facilities as consisting of 
first, limited medical supervision and, sec- 
ond, housing to provide an adequate place 
for the discharged patient to live. 

The question of medical supervision was 
met by providing for a combination of “of- 
fice” (visits to headquarters) and home 
visits. Much has been said about the in- 
stitution of psychiatric home visits in Am- 
sterdam, but at this point we only wish to 
note that it was functionally realistic. If one 
accepts responsibility for the supervision 
of a psychotic patient in the community, 
then it follows that the failure of that pa- 
tient to appear for a scheduled appointment 
is a cause for concern and action rather than 
for rejection. Thus, in such a program, home 
visits are imperative whatever the reason 
for the patient’s inability to appear at an 
outpatient clinic or office. At present every 
patient is seen at home at least once by a 
psychiatrist. This is usually a screening 
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visit for admission to the service. He then, 
at the daily staff conference, prescribes the 
frequency of visits by the nurse-social work- 
er which average once every two weeks per 
patient. She in turn may request additional 
psychiatric home visits if she feels the pa- 
tient requires them but is unable, or cannot 
be relied on, to come to the office. 

Housing was a very real problem. In 
Amsterdam, housing has perennially been 
in short supply. The city had suffered rela- 
tively heavy war damage and has had dur- 
ing the post-war years an especially acute 
housing problem. In fact, it was not until 
July of 1959 that the number of new houses 
started in Amsterdam exceeded the number 
of new families formed in the same period. 

One need hardly comment on the in- 
ability of the psychotic patient, especially 
when hospitalized, to compete successfully 
for such a hard-to-get commodity. Querido’s 
solution was to have the psychiatric service 
compete for the psychotic. He sought hous- 
ing for the psychotic patients returning from 
hospital and for their families. This was 
done, and to this day in the allocation of 
new housing, the post-hospitalized psycho- 
tic patient is considered. 

The development of two facets of the 
program have thus far been traced, home 
visitation and housing. There is a third : 
employment. Many patients potentially 
available for discharge from psychiatric 
hospital were capable of work. For some, 
work could be found in the sheltered work- 
shops and training schools. Querido deter- 
mined to place other patients in the open 
labor market. For this, recourse was had to 
the state employment service. 

Work appears to have a special place in 
the Dutch culture. It is an integral part of 
the concept of a normal way of life and 
Querido in his social psychiatry ascribes to 
it a therapeutic function as well. 

In this connection note must be taken of 
the general employment situation in the 
Netherlands. For some time there has been 
a “tight” labor market, with as many or 
more job opportunities as there are ap- 
plicants. It has been estimated that among 
one million inhabitants of Amsterdam there 
were on the average in 1959, only 2,000 
people seeking work but unplaced. It would 
be difficult to match this situation in the 


United States even at high levels of employ- 
ment. 

Initially, an employment counsellor was 
assigned to the mental hygiene service on 
a part-time basis. Later, as the service de- 
veloped and expanded, the same employ- 
ment counsellor was assigned full time. Al- 
though drawing his pay from the employ- 
ment service he works as an integral part 
of the post-hospital service. In the interview 
with him he reported an interesting change 
in attitude having taken place as his em- 
ployment conditions changed. During the 
period of his part-time assignment he re- 
ports feelings of frustration and hostility 
that occurred when he had placed an in- 
dividual in a job and when that same per- 
son—as occurred in many if not most cases 
—showed up again because he had left his 
job for some reason he, the counsellor, 
thought trivial and irresponsible, requesting 
a new placement and armed with a note 
from the psychiatrist or nurse requesting 
such. He explains that he felt that either he 
was failing in his work or that the psychia- 
trist or nurse was being “put-upon” by the 
patient, that they were very gullible not to 
protest what he considered overusage of 
services. He came to realize that he was 
measuring his performance against that of 
his colleagues who were dealing with a dif- 
ferent population. Later, with full time as- 
signment to the service, with increasing con- 
tact with personnel of the service and with 
growing insight, he re-defined his task in 
terms of different and more therapeutically 
oriented standards. The objective he now 
defines is not permanent placement but 
keeping the patient employed as frequently 
and as long as possible. This not only has 
tangible monetary returns and is under- 
standable to the entire community, but is 
also, in this work-centered society, a highly 
approved goal. On the other hand, this 
also means a further involvement of the 
community in the problem of its mentally 
ill, not in some socially or geographically 
distant hospital, but “on the job.” 

We thus have three elements of the serv- 
ice: medical supervision, housing, and 
work, 

For various reasons, this program, orig- 
inally designed to facilitate the discharge of 
patients from hospital, was extended to 
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those patients in the community who were 
awaiting hospitalization. Some of these pa- 
tients had been diagnosed as needing hos- 
pitalization. Others were picked up by the 
service in its effort to screen out admissions 
that were essentially social problems and 
that could be dealt with in the community. 
Still others were referrals from physicians 
and from the police. This was termed the 
“pre-care” service. Again the motivations 
from the extension were clear and communi- 
cable and were considered highly desirable 
on the part of the community. 

In the working of this extended service it 
was found possible to retain many patients 
who would formerly have been hospitalized 
in the community, utilizing the same pattern 
of services as already existed in the “post- 
care program.” The acceptance of these pa- 
tients meant the assumption of a much 
greater degree of management responsibil- 
ity for them. In the post-care program, re- 
sponsibility is to some extent shared with 
hospital personnel. In the “pre-care” pro- 
gram the entire responsibility falls on the 
community psychiatrist. In reality the ac- 
ceptance of the responsibility appears to 
have been inevitable. Mental hospitals were 
crowded. Admissions were often delayed 
from 10 days to 2 weeks and more. Someone 
had to assume responsibility for the patients 
when there simply was no place to hospital- 
ize them. The willingness to assume this 
responsibility developed out of the success 
in handling similar psychotic breaks oc- 
curring in discharged patients. There was 
a growing feeling of confidence. “The strik- 
ing thing,” said one psychiatrist, “is not the 
number of undesirable effects of a psychotic 
break, but the number of times nothing 
happens at all.” One is struck by what seems, 
in contrast to American practice, the matter- 
of-fact way in which the psychiatrist in the 
Amsterdam service—or perhaps we should 
say the psychiatrist who survives in the 
Amsterdam service—handles a psychotic ep- 
isode in the environment of a tenement or 
crowded apartment. 

There is a final program to be discussed : 
the emergency service. When responsibility 
for all psychiatric admissions and for cases 
awaiting admission was assumed, it was 
recognized that the service was a 24-hour 
responsibility, that psychiatric emergencies 


had to be handled whenever and wherever 
they occurred. Staff was put on a 24-hour 
basis so that at any time of the day or night 
an emergency could be acted on. Interest- 
ingly enough all psychiatrists interviewed 
reported this seemingly onerous part of their 
duties as an interesting and rewarding one. 

Calls are accepted from the police, from 
physicians in the community, and, under 
some circumstances, from relatives or neigh- 
bors. Since facilities for hospitalization are 
limited, in almost all cases the psychiatrist 
on emergency duty attempts a temporary 
solution, pending the application of the full 
resources of the service. In well over 70% 
of the cases the emergency call does not 
result in hospitalization in connection with 
the episode. In many cases the emergency 
call concerns a patient already known to 
the service. It is interesting to notice that 
through the years the utilization of the 
emergency service has declined significantly 
in spite of an increase in the population of 
Amsterdam. In 1954 there were 1,419 emer- 
gency calls. In 1956 there were 411. All 
psychiatrists interviewed reported in their 
own clinical experience a lessening of psy- 
chotic violence of the sort as to create a 
psychiatric emergency. Whether this reflects 
a greater accessibility of psychiatric service 
or other factors is not clear. 

All of this leads to a conception—a theo- 
retic rationale—of social therapy which is 
generally shared throughout the service. It 
should be emphasized that this is not a 
conception which includes the neurotic pa- 
tient. The general consensus of psychiatric 
opinion among those working in the service 
is that the service provides a very unhealthy 
milieu for the neurotic because it encour- 
ages dependency and exploitation. This is, 
rather, a service designed for those who can 
exist in the community with a productive 
amount of social function only if given a 
certain degree of protection and shelter. 
The purpose of such a service, according to 
Querido, “Is to erect a buffer between so- 
ciety and the patient.” Within the shadow 
of this buffer, the patients remain in the 
community. 

There are three elements to this “social 
therapy.” First, there is the acceptance of a 
long-term management responsibility. This 
management is directive in nature, concerns 
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itself with the infinite detail of daily life and 
frequently acts to protect the patient from 
the consequences of his own behavior. An 
illustration of this management is the case 
of an elderly couple where the wife was 
psychotic. They had been planning a vaca- 
tion that was considered most desirable in 
that it provided the blind diabetic husband 
with an annual respite. The couple were, 
however, declining the vacation because 
they would not take their pet parakeet 
along and were unable to find someone to 
care for it. In a matter of seconds the situa- 
tion was resolved by the nurse-social worker 
who undertook the responsibility for the 
parakeet. Needless to say, she also checked 
supplies of medication, inspected vacation 
plans, examined the budget and generally 
assured herself that the planned vacation 
was feasible. 

All this is quite in contrast to our more 
restricted practice of simply assisting the 
patient to work out his own problems. The 
aim here is not cure, but the goal is realistic 
management in terms of community life. 
The problem of management was described 
by a psychiatrist not as one of seeing what 
the nature of the illness is but “as seeing 
what the patient does with his illness in the 
sphere of reality” and, if necessary, mitigat- 
ing the consequences of his illness so that he 
can continue to function in the realm of 
“community reality.” 

The second element of this conception 
of social therapy follows logically from the 
first—direct manipulation of the patients’ 
social environment in order to minimize the 
consequences of the illness. This is not 
simply to protect the patient from reality, 
but also to protect the surrounding group. 
A psychotic youth may be removed from a 
household, temporarily or permanently, in 
order to relieve the parents. Termination of 
employment in a given situation may be ad- 
vised. In short, the living of the psychotic 
is channeled into those areas where there 
is the least social and emotional cost to 
himself and to his group. Complaints of 
neighbors and employers are listened to 
sympathetically and often acted upon. Rep- 
etitions of strained situations are not defined 
as failures but simply as symptomatic of 


the need for further manipulation. Lest an 
erroneous impression be gathered from the 
discussion of these two elements, it should 
be emphasized that the average length of 
stay on the service is about two years. In 
spite of these dependency creating notions, 
many patients learn to shift for themselves 
after a period of time. 

The third element of the social therapy 
many be termed an ideological one. It is 
perhaps best expressed in sociological terms. 
The concept of the social institution is 
central to sociology. The early sociologists, 
however, had a great deal of trouble dis- 
tinguishing their concept of “institution” 
from the popular concept which was that of 
a physical structure of brick-and-mortar— 
the orphanage, the hospital, the jail. The 
concept that the sociologists were expressing 
was one of the “institution” as a set of social 
practices, routines, patterns of social be- 
havior. According to Mclver, an “institu- 
tion” is a “form of social procedure,” in 
other words, an accepted pattern of be- 
havior. What seems to have happened in 
Amsterdam is that a pattern of social be- 
havior has been created which provides, for 
a segment of the population of psychotics, 
most of the protection usually provided by 
the brick-and-mortar institution of the pop- 
ular conception. 

The implications of this social institution 
invite research investigation. A most press- 
ing question concerns the cost, in psycho- 
logical terms, to the community of maintain- 
ing psychotic individuals in close proximity 
to developing personalities. 

What are the implications of the way in 
which the Amsterdam program grew and 
developed ? It is tempting to generalize and 
say that programs of community psychiatry 
are always best built upon the expressed 
needs of the community. Popular motiva- 
tions ought, then, always to be accepted 
and utilized. Under such circumstances, 
perhaps community involvement to the ex- 
tent of commitment of necessary resources 
is more likely. Perhaps these statements 
are true. But more research is needed be- 
fore these propositions can be fully ac- 


cepted. 
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A therapeutic community(1) is distinc- 
tive among other comparable treatment 
centers in the way the institution’s total 
resources, both staff and patients, are self- 
consciously pooled in furthering treatment. 
This implies, above all, a change in the 
usual status of patients. In collaboration 
with the staff, they now become active par- 
ticipants in the therapy of other patients 
and in other aspects of the overall hospital 
work, in contrast to their relatively more 
passive, recipient role in conventional treat- 
ment regimes. 

The social structure of a therapeutic com- 
munity is characteristically different from 
the more traditional hospital ward. The 
term implies that the whole community of 
staff and patients is involved at least partly 
in treatment and administration. The extent 
to which this is practicable or desirable 
will depend on many variables, including 
the attitude of the leader and the other staff, 
the type of patients being treated, the sanc- 
tions afforded by higher authority, etc. The 
emphasis on free communication in and be- 
tween both staff and patient groups and on 
permissive attitudes which encourage free 
expression of feeling imply a democratic 
equalitarian, rather than a traditional hier- 
archical, social organisation. 

Staff and patient roles and role relation- 
ships are the subject of frequent examina- 
tion and discussion. This is devised to 
increase the effectiveness of roles and sharp- 
en the community's perception of them. 
Thus, it may be felt that a nurse’s role is 
clarified and rendered more effective if she 
ceases to wear a uniform. It may take many 
months of study and discussion to decide 
that, say, a student nurse requires, on an 
average, 4 months on a ward before she 
feels secure enough to discard her uniform. 
To share this discussion with the patients is 
to increase their awareness of the difficul- 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2 Commonwealth Visiting Professor in Psychiatry, 
Stanford University, Calif., now Director of Education 
and Research, Oregon State Hosp., Salem. 
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ties of a nursing role and may modify their 
relationship to the nurses. The aim is to 
achieve sufficient role flexibility so that the 
role at any one time reflects the expectations 
of behavior of both staff and patients col- 
lectively. 

The examination and clarification of roles 
inevitably sharpens the role prescription 
but may at the same time lead to some role 
blurring. This is not contradictory, as much 
depends on the nature of the role relation- 
ships. Thus, it may seem appropriate that 
nurses as well as social workers should visit 
patients’ homes. The former might accom- 
pany patients on home visits to help in the 
rehabilitation process to the outside world. 
The social worker might visit the home 
with the patient’s approval but not in his 
presence. Her visit might be mainly to try 
and engage the family members in treat- 
ment which would be complementary to 
the patient’s treatment in hospital. 

The overall culture in a ward or psychi- 
atric unit represents the accumulation 
through time of the attitudes, beliefs and 
behaviour patterns, common to a large part 
of the unit. This is arrived at as a result of 
considerable inquiry into the nature of 
these attitudes, etc., and an attempt is made 
to modify them to meet the treatment needs 
of the patients. In this context the term 
“therapeutic culture” is, sometimes perhaps, 
hopefully used. The tendency is for these 
cultural patterns to be most clearly estab- 
lished in the more stable and permanent 
members of the community, ie., the staff. 

Examples of such attitudes contributing 
to a therapeutic culture or treatment ide- 
ology would be an emphasis on active re- 
habilitation, as against “custodialism” and 
segregation ; “democratization” in contrast 
to the old hierarchies and formalities of 
status differentiation ; “permissiveness” in 
contrast to the stereotyped patterns of com- 
munication and behaviour ; and “commun- 
alism” as opposed to highly specialised 
therapeutic roles often limited to the doctor. 

Hospitalization is only one aspect of 
treatment, and it is necessary to consider 
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the extension of treatment into the outside 
community, The combined effect of physi- 
cal treatments, including tranquilizers and 
social rehabilitation, has been to make many 
more psychotic patients well enough to re- 
turn to at least a limited existence in the 
outside world. The degree of improvement 
in the remission rate in schizophrenia has 
not yet been fully assessed, but fairly com- 
prehensive studies have been reported from 
both sides of the Atlantic. Brown(2) and 
his associates in London studying post- 
hospital adjustment in a group of 229 chron- 
ic patients found that 68% of these patients 
succeeded in remaining out of hospital for 
at least a year, and of these 66% were rated 
as showing either full or partial social ad- 
justment. Successful outcome was asso- 
ciated with the patients’ clinical state on 
discharge, with their subsequent employ- 
ment, and with the social group to which 
they went: patients staying with siblings 
or in lodgings did better than those staying 
with parents, with wives, or in large hostels. 
Freeman and Simmons(3) in America 
studied psychotics discharged from hospi- 
tals and contrasted the outcome of those 
who returned to conjugal and to parental 
settings. They found that the wives have 
higher expectations of performance in rela- 
tion to the recovered patient than do par- 
ents. The tendency to involve families in 
the treatment and management of their sick 
members in collaboration with psychiatrists 
is a current trend in all types of psychiatric 
illness. The day hospital is one example of 
this trend, and the much quoted experience 
at Worthing(4) in England was that during 
1957 the anticipated admissions to the par- 
ent mental hospital at Graylingwell dropped 
by 56%, and in the following year by 62% 
compared with 1956. This means that many 
patients who in previous years would have 
presumably been admitted to hospital were 
now being cared for in the community on 
an outpatient day care basis. 

One effect of this change is to put new 
kinds of stress on the community. The 
family are encouraged to keep “Grannie” 
at home and make do with psychiatric help 
as required. The general practitioner is 
more actively involved and by necessity is 
brought into much closer collaboration with 
the psychiatrist than previously. The local 


health authorities have greater calls on their 
resources, and more extensive training in 
the psychiatric aspects of their work is be- 
coming necessary for public health nurses 
and so on. 

These changes have come about largely 
as a response to improved treatment meth- 
ods in hospitals and a greater awareness of 
the needs of the patient in social rehabilita- 
tion. One could say that these changes have 
ocenrred largely within the past 10 years or 
even less, It is comparatively easy to change 
the culture of a hospital where the role of 
the doctor is preeminently that of a leader 
and the whole culture is or should be 
geared to therapy. This motivating force 
is a unifying factor to an extent that is im- 
possible in the much more complex and 
extensive outside society. Patients have 
come to feel a new responsibility for their 
fellow pa.ients and doctors have become 
interested in their patients as people, but 
have we any right to assume that the rapid 
change in the climate of opinion in hospi- 
tals will be matched by a correspondingly 
rapid change in opinion outside ? 

To start from the beginning, how well 
are we informed about public opinion in 
general towards mental illness? The Na- 
tional Opinion Research Center of the Uni- 
versity of Chicago have carried out more 
than 3,500 interviews with a cross-section 
of American adults since 1950. Shirley Starr 
(5) reports that only 11% of the sample 
studied believe that a psychotic cannot get 
better again. On questions relating to rec- 
ommending psychiatric facilities, the posi- 
tive answers were generally better than 50%. 
When the respondent is asked what mental 
illness means to him, he generally dis- 
tinguished between “nervous conditions” 
and “insanity” and included both as forms 
of mental illness. In effect, he agrees with 
the modern psychiatric distinction between 
psychoses and the personality disorders and 
includes both as forms of mental illness. In 
another context, however, when the re- 
spondent is not self-consciously giving a 
definition but is speaking spontaneously, he 
tends to slip into an identification of mental 
illness with psychosis only. He does not 
honor his earlier agreement that personality 
disorders are part of mental illness too. 

Other studies have dealt with the prob- 
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lem of changing community attitudes to- 
wards mental health, but the results of such 
studies are conflicting(6, 7). It may be that 
we can, in time, achieve new skills in alter- 
ing community attitudes towards mental 
illness, and here lies a whole area for future 
study. There is a possible analogy with the 
therapeutic community concept. In the lat- 
ter, the nurses who once played a largely 
custodial role now, when personality factors 
and training permit, play an essentially ther- 
apeutic one. How far this pattern can re- 
peat itself, now substituting family mem- 
bers for nurses and treating the patient in 
the home instead of in hospital, remains to 
be seen. In these two situations the psychi- 
atrist should theoretically be equally com- 
petent. How far is this true in the current 
European or American scene? How com- 
petent is a psychiatrist or a social worker 
as currently trained to assess the nature 
and degree of disorganization within a 
family ? To determine who really is the 
sick member or members ? How willing is 
he either to change his role and operate in 
the patient’s home milieu rather than in his 
office ? The fact would seem to be that as 
yet there is no adequate training in social 
psychiatry. 

It would seem that the idea of a mental 
hospital as such is becoming out-of-date. In 
Britain the new Mental Health Bill does 
away with the designated hospital and any 
hospital may now have psychiatric beds 
where patients may come and go without 
any formality whatsoever. In addition, com- 
mitment procedures which are now invoked 
in only 13.5%(8) of all admissions to men- 
tal hospitals will be still further simplified 
by requiring two medical certificates only 
and no legal involvement at all. However, 
review tribunals are available to any pa- 
tient who may wish to dispute his com- 
mitment and the chairman of this tribunal 
will be a lawyer. Virtually all mental hos- 
pitals in Britain offer outpatient facilities 
to the areas which they serve,® and psychi- 
atric specialists make frequent domiciliary 
diagnostic visits to the patient in his home ; 
22,809 such visits were made in 1958. In 
progressive mental hospitals the medical 
staff may spend about half their time in 


3 There are more than 500 psychiatric outpatient 
clinics for adults in England and Wales. 


hospital and half their time in the extra- 
mural services. The hospital is already be- 
ginning to feel bypassed and nurses are 
asking for roles that are more community 
centered. The center of teaching, psychi- 
atric assessment, and short term treatment 
is passing to the small diagnostic unit at- 
tached to the general hospital.* The mental 
hospitals will probably tend to become long 
stay annexes and one is presented with the 
rather tragic anomaly that the very people 
who have given so much to the progressive 
aspects of British psychiatry may find them- 
selves relegated to a relatively unimportant 
role. However, this is probably more a 
symptom of reaction to change than a 
reality, and the vitality that produced the 
change will probably achieve a solution, 
e.g., the long stay annexes may well be- 
come something very different to even our 
present concept of a mental hospital. Given 
patients who as a group will, in most cases, 
be capable of only a marginal adjustment in 
outside society, if at all, then what sort of 
social organization should be evolved to 
give them the optimal social conditions 
compatible with their mental state? It is 
possible that something more like a village 
settlement than a hospital will emerge. Al- 
ready several mental hospitals have demon- 
strated the feasibility of employing even 
disturbed and hallucinated schizophrenic 
patients on paid production work in a hos- 
pital factory doing contract work for out- 
side firms(9, 10). Such a functional role 
has been shown to improve the social ad- 
justment of such long stay patients and 
demonstrates that they are capable of work- 
ing harmoniously with ordinary people(11). 
At Embreeville State Hospital in Pennsyl- 
vania and Mapperley Hospital in Notting- 
ham, England, some long stay patients look 
after their own wards. In Southern Nigeria, 
Doctor T. A. Lambo has found that the new 
mental hospital built by the British is feared 
by the local inhabitants who view a hospi- 
tal as a place where people go to die. Not 
having had mental hospitals in the past, 
they were unaffected by the custodial ex- 
cesses which we associate with mental hos- 
pitals in the West during the past hundred 


years. Taking the local village culture into 


4 There are some 43 psychiatric clinics attached to 
general hospitals in England and Wales (1958). 
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account he felt that the patients would be 
happier and get better sooner if they lived 
in familiar surroundings. He found a vil- 
lage which was prepared to absorb mental 
patients and their families. This has proved 
to be so successful that two other village 
settlements have been started. This experi- 
ence has much in common with the cen- 
turies-old family treatment program in 
Geel, Belgium. These various examples 
point the way to social organizations for 
the treatment of mental patients quite dif- 
ferent to the mental hospital as we have 
conceived it in the past. 

In brief, it seems that a social revolution 
has started in psychiatry, and no one can 
yet foretell where it will lead us. It seems 
certain that the mental hospital will change 
fundamentally. It will probably become 
much smaller or, as a compromise, the large 
hospital will break down into several small- 
er semi-autonomous units(12). The social 
structure of the future hospital may well 
change in the direction of more ordinary 
“village settlements” with their own fac- 
tories, the maximum possible range of role 
playing opportunities, and a large degree 
of self determination. Along with this may 
well go a radical change in medical and staff 
roles generally. The center of gravity of 
psychiatric endeavor may well move from 
the state hospital to the small assessment 
teaching and treatment unit in the general 
hospital, with a concurrent development of 
much more active community services and 
greater involvement of the general practi- 
tioner and local social service agencies. Tit- 
muss(13) has warned us against over 


optimism regarding economy when home 
treatment is compared with hospital treat- 
ment. Nor do we know how communities 
will react to the role for which they are be- 
ing cast by psychiatric theorists. We need to 
know much more about community atti- 
tudes to mental health and how, if possible, 
to modify these in ways favorable to the 
betterment of mental health( 14). 
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A COMPARISON OF RESULTS OF CONTROLLED DRUG 
EVALUATIONS IN TWO STATE HOSPITALS 


JACKSON A. SMITH, M.D.,! CARL GOULDMAN, M.D.,? ann 
WALTER M. GYSIN, M.D.’ 


The need for an effective treatment for 
the chronically mentally ill continues ; and 
it is fortunate that potentially beneficial 
compounds are becoming increasingly 
available. A method of rapidly determining 
which of these new compounds are of value 
and which should be discarded is also a 
continuing need. This report describes such 
a method of evaluation and a comparison to 


test the validity of the procedure followed.* 


MINIMAL REQUIREMENTS IN 
DRUG EVALUATION STUDIES 


If the changes observed during the course 
of a study are to be attributed to the com- 
pound being evaluated, certain significant 
variables must be considered, and insofar 
as is practical, controlled. These variables 
include the selection of a group homo- 
geneous as to duration of hospitalization, 
characteristic behavior and age. The hos- 
pital environment that was in effect before 
the project was initiated should be con- 
tinued with a minimal increase in attention, 
contact with new personnel or other inter- 
ruption of the patient’s previous routine. 

In addition to these controls, a standard- 
ized method of reporting behavioral change 
is required. These reports should include 
detailed observations by trained staff as 
well as the daily impressions of the ward 
personnel. 

The types of patients to be tested and 
the personnel available must be considered 
in selecting a method of reporting behav- 
ioral change. For instance, psychological 
tests which require the patients’ participa- 
tion and sustained interest are of little value 
in evaluating chronic patients. Involved 


1 Clinical Director, Illinois State Psychiatric Insti- 
tute, Chicago, 

2 Director of Research, Hastings State Hospital, 
Hastings, Neb. 

8 Clinical Director, Norfolk State Hospital, Nor- 
folk, Neb. 

4This study was supported in part by a grant in 
aid by the Smith, Kline and French Company who 
also supplied the drugs. 
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rating scales with complex instructions may 
be meaningless to the aide ; and the validity 
of the data collected is hardly increased by 
the aide’s marking his confusion with a 4 
plus or a 1 plus. 

Unfortunately, there are a great many 
more psychological tests available for meas- 
uring behavioral change than there are 
psychologists to administer them in most 
chronic mental hospitals. These psycholo- 
gists who are available, are not always in- 
terested in repeatedly testing large groups 
of chronic patients. 

Whatever system for recording behav- 
ioral change is evolved should include 
observations made by more than one in- 
dividual at different periods during the day. 
Since if significant improvement or side 
effects occur, they should be sustained suf- 
ficiently to be obvious to more than one 
observer. 

If groups homogeneous for the factors 
described are chosen and if a method of 
measuring improvement or side effects is 
used which is understandable to the avail- 
able personnel and capable of reflecting 
significant change in behavior, then com- 
parable results should be obtained in hos- 
pitals with similar patient populations. 

The following is a report on the compari- 
son of the results obtained using such a 


system(1). 
METHOD 


The following request for a drug study 
was sent to the psychiatric nurses in charge 
of the research units in two state hospitals : 


Patient Group : 
Number : 25 to 35 
Duration of hospitalization : 1 year or over 
Sex : Male and female 
Age : 25 to 65 
Diagnosis : Not important but patient should 
have history of disturbed behavior. 
Length of study : 8 weeks 
Evaluation : Detailed control evaluation ; to be 
repeated at end of 4th week and 8th 
week. Weekly progress notes(2). 
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Laboratory tests : Complete blood counts and 
urinalyses weekly. 

Compounds to be tested : Stelazine (trifluoper- 
azine) Vontil (N-N-dimethyl-10(3-(1- 
methyl-4-piperaziny])-propyl) dimethy- 
lanesulfonate ) 

Side Effects Anticipated: Those seen with 
phenothiazine derivatives. 

Dosage : 

Vontil 1 mgm. for 4 weeks, orally 
2 mgm. t.i.d. for 4 weeks, orally 

Stelazine 2 mgm. t.i.d. for 4 weeks, orally 

4 mgm. t.id. for 4 weeks, orally 


The research staffs of the two hospitals 
were not aware that the compounds were 
being run simultaneously. The institutions 
were located in different areas in the state 
and there was no direct professional or 
administrative communication between the 
two. Figures 1 and 2 show the groups 
chosen in Hospitals A and B. 

The groups were remarkably similar as 
to average age and duration of hospitaliza- 
tion. The most apparent difference was in 
the types of patient included; all the 
patients in Hospital A were diagnosed 
schizophrenia, while at Hospital B, 5 men- 


FIGURE 1 


Hosprrat A 

Patients : 35 Female : 19 Male : 16 
Age Ranges : 32-63 Average : 49.8 years 
Years Hospitalized : 5 years or over 30 

4 years 2 

2 years 

l year 

Average : 
Diagnosis : Schizophrenia 


FIGURE 2 


Hosprrau B 
Patients : 29 Female : 12 Male : 17 
Age Ranges : 37-68 Average : 49.1 years 
Years Hospitalized : 5 years or over 23 
3 years 3 
1 year 3 
Average : 17.8 
Diagnosis : Schizophrenia 22 
Manic-depressive reaction, 
manic 1 
CBS with psychotic reaction 1 
Psychotic, Mentally deficient 4 
Mentally deficient 


tally deficient individuals, a chronic brain 
syndrome and one manic-depressive re- 
action were included. 


MEASURE OF IMPROVEMENT 


Indication of a consistent though slight 
increase in 2 or more of the following was 


taken as evidence of improvement in both 
hospitals : 


Participation in activities 
Socialization 

Interest in personal appearance 
Appropriate affect and speech 
Attention span, alertness 

“Feeling better” (patient's statement) 
Friendliness 

Cooperation 

Attempt to communicate 


Decrease in : 
Agitation 
Tension 
Incontinence 
Overt Hostility 


Factors Inpicatinc Sipe Errects 

Leukopenia 

Facial edema, skin rash 

Tremor, loss of associated movements, mus- 
cular rigidity 

Drooling, mask-like facies or dysphagia 

Decrease in motor activity sufficient to inter- 
fere with participation in routine activites 

Marked hypotension, syncope 

Nausea and vomiting 

Marked pallor 

Increased agitation with depression and so- 
matic complaints 


RESULTS 


No. No. 
Drug of Pis. Improved 


Hosp. Vontil 7 
Stelazine 18 4 10 
Totals 35 9 (25%) 17 (49%) 

Hosp. B_ Vontil 15 3 5 
Stelazine 14 2 3 
Totals 29 “8 (28%) 


No. Side 
Effects 


5 (17%) 


Discussion 


Hospital A _ reported improvements 
occurring in 25% of their group and Hos- 
pital B noted improvement in 17%. This 
discrepancy is attributed to differences in 
the observations the evaluators considered 


2 
4 
| 


790 


RESULTS OF CONTROLLED DRUG EVALUATIONS 


March 


significant and in the patients in the groups 
being tested. Hospital A also reported a 
higher incidence of side effects. 

In view of the proximate results of these 
trials, it appears that research nurses and 
ward personnel can observe and record be- 
havioral change in chronic patients with 
sufficient reliability to carry out drug 
evaluation studies. It is also apparent that 
although the two drugs tested are surely an 
aid in controlling the disturbed chronic 


patient, the need for more definitive treat- 
ment for such groups will require continu- 
ing evaluation programs. 
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ALTERNATING PSYCHOSES IN TWINS : REPORT OF 4 CASES * 


E. GARDNER JACOBS, M.D.,? ann ALVIN M. MESNIKOFF, M.D.° 


Twins have a peculiar fascination for 
children and most adults. Burlingham(1) 
has pointed out that the fantasy of having 
a twin occurs frequently in childhood. Nor- 
mal and abnormal aspects of personality 
development in twins have received wide- 
spread interest, partly because twin studies 
are believed to provide opportunity for 
separating hereditary and environmental in- 
fluences on the development of an indi- 
vidual. 

Large series of twins with psychotic man- 
ifestations have been studied by Kallman 
(2) and Slater(3) and in these the influence 
of genetic factors has been emphasized. Psy- 
chological patterns have been discussed in 
smaller numbers of twins by Burlingham 
(1) and others(4, 5, 6, 7). The successive 
occurrence of psychoses in twins within a 
short period of time has been reported(1, 
4, 8) but reasons for this have not been ad- 
vanced. 

We were impressed by the interaction 
between the twins in each pair of our series 
and have attempted to determine how this 
interaction has influenced their emotional 
status and symptomatology.‘ 

Four pairs of twins in which a psychotic 
reaction in one appeared to precipitate a 
similar reaction in the other were followed. 
Three pairs were identical, one fraternal. 
Psychiatric interviews, psychological tests, 
hospital records, and follow-up reports were 
used to elucidate this “contagion” of illness. 
Although the term alternating psychosis 
refers to a temporal sequence of events, the 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2 Staff Psychiatrist, Institute of the Pennsylvania 
Hospital, Philadelphia, Pa. 

8 Instructor, Department of Psychiatry, College of 
Physicians and Surgeons, Columbia University and 
New York State Psychiatric Institute, New York, 
N. Y. 

4 This work has been supported in part by the Hall- 
Mercer Division of the Pennsylvania Hospital. We 
wish to express our appreciation to Drs. Per-Olof 
Therman and G. Henry Katz for valuable suggestions 
and criticisms made during the preparation of this 
paper. 


details of the sequence varied in the 4 
cases (Figure 1). The interval between the 
second twin’s learning of the psychotic re- 
action in the first and the onset of psychosis 
in the second varied from one day to two 


months. 


Case A.—Helen and Jane were 30-year-old 
identical twins admitted to the hospital in 
1959 with paranoid schizophrenic reactions. 

In 1957 Helen’s husband began his own 
business and incurred a loss of income. Al- 
though Helen initially opposed this venture, 
she later appeared to accept the reasons given 
by her husband for the change. She began, 
however, to show hypomanic behavior and 
developed fears of various diseases, mainly 
gynecological and cardiac. Curettage done in 
1958 and again in 1959 showed no abnormali- 
ties. In July 1959 she entered a psychiatric 
hospital for the first time because of marked 
somatic preoccupation and grandiosity. In the 
hospital she improved rapidly and was dis- 
charged in 3 weeks. 

Jane reacted to Helen’s hospitalization with 
apprehension concerning her own sanity and 
the health of her children. She began accusing 
her husband of infidelity and robbery and be- 
lieved she was being poisoned first by her own 
and then by Helen’s husband. She also had a 
number of somatic symptoms similar to her 
sister's. Although Jane had always been the 
more independent and popular while they 
were growing up, she turned to Helen for sup- 
port after Helen’s return from the hospital. 
Helen resented this dependency and told 
Jane of the jealousy she had always felt toward 
her in the past. Jane responded with anxiety 
and was admitted to another hospital. She ar- 
ranged, however, to be transferred to the hos- 
pital Helen had recently left and to have the 
same psychiatrist. 

Following Jane’s hospitalization, her hus- 
band and children went to Helen’s home to 
live. A month later, however, they returned 
to their own home because of Helen’s hostility 
toward them. After their departure Helen be- 
gan to fear she was pregnant and became de- 
pressed. The day after Jane returned home 
Helen was readmitted to the hospital. In the 
hospital Helen talked openly of her anger 
toward her sister for the latter’s dependence 
on her. With psychotherapy, she gradually 
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improved and was discharged in 3 months. 

Of note in the early history is a lack of overt 
mental illness in the twins despite depression 
and paranoid thinking in the parents. Jane was 
voted the most popular girl in her high school 
class, did well academically, finished nursing 
school without difficulty, married, and had 4 
children before the onset of her psychosis. Her 
sister, although more quiet and serious, had 
a similar life pattern. Of interest because of 
the observations of Leonard (6) is the reported 
fact that the father was unable to distinguish 
one from the other until they were adults. 

Psychological tests at the hospital compared 
the two sisters. These tests showed that Helen, 
from a characterological and descriptive stand- 
point, used hysterical defenses more than 
Jane, displayed more free affect, and tended 
more toward loneliness and depression. Jane 
was more obsessive and phobic but also more 
mature and better integrated. She was more 
perceptive and reality-oriented. She showed 
greater attachment to Helen than did Helen to 
her. 


During Helen’s psychosis, Jane became 
apprehensive and guilty about her sister's 
fate. As her thinking became more paranoid 
and her ability to maintain her equilibrium 
less adequate, she became more dependent 
on Helen. 

Helen, now feeling stronger and less 
afraid of her twin sister, expressed the 
jealous resentment she had long felt. She 
attempted to reduce and expiate her result- 
ing guilt by caring for Jane’s family. Her 
reaction formation in the form of doing for 
others was not adequate, however, to con- 
ceal and contain her anger, resulting from 
the dependency demands of Jane’s family. 
She also seemed to be defending herself 
against a fantasied relationship with Jane’s 
husband. Her anger became more overt 
than before Jane’s psychosis. When Jane’s 
family left her home, Helen responded with 
guilt and depression. 
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Case B.—Sarah and Ruby were 45-year-old 
identical twins. Ruby first became depressed 
in 1941 following Sarah’s marriage and was 
given outpatient electroshock therapy. Fol- 
lowing the birth of Sarah’s only child in 1943, 
Ruby had a psychotic reaction, schizo-affective 
in type. This reaction led to her initial ad- 
mission to a psychiatric hospital, where she 
received insulin coma treatment. 

During the next two years Sarah was in- 
creasingly preoccupied with the care of her 
colicky child. She began to complain of a 
neighbor’s attention to her husband, accused 
her husband of infidelity, and became de- 
pressed. She was admitted to a psychiatric 
hospital and received a course of electro-shock 
treatments. 

In 1950, Sarah’s husband had an accident 
at work resulting in the loss of a leg. She 
became depressed and paranoid, feeling that 
Ruby was influencing her son, turning him 
against her. She was again hospitalized. Ruby 
became depressed and two months later was 
herself admitted to another hospital in a de- 
pressed state. She had delusions of a religious 
nature. In 1952, following a brief extra-marital 
experience, Sarah again became depressed and 
attempted suicide with poison. 

In 1957 Sarah repaid a loan that had been 
made by Ruby following the accident in 1950. 
Ruby believed that interest should have been 
offered and thereafter visited her sister less 
often than she had before. Sarah became ob- 
sessively preoccupied with religion and had 
some bizarre religious delusions. 

When, subsequently, Sarah’s husband gave 
large amounts of money to two sons by his 
first wife, she felt he was taking advantage of 
her and developed paranoid thinking. She was 
taken regularly by Ruby for outpatient psychi- 
atric treatment. In 1959, because of the per- 
me of her symptoms, she was rehospital- 
Concurrently, Ruby asked Sarah’s psychia- 
trist if he would accept her as a patient. She 
began outpatient treatment with him and, 
after becoming increasingly more depressed, 
was admitted to the same hospital as her 
sister. Both sisters improved symptomatically 
with further ECT and were able to return 
home, each within two months. 

Psychological tests indicated that Ruby was 
more assertive, aggressive, and obsessive than 
Sarah, who was more schizoid. Ruby showed 
deep-seated feelings of rejection and felt her 
sister had been preferred by their father. Both 
sisters fantasied that their husbands were un- 
faithful. 


Ruby, normally the more independent 
and externally oriented of the twins, felt 
deprived when Sarah developed a family 
life apart from the twinship. Ruby’s in- 
dependence, like Jane’s, appeared to be a 
pseudo-independence that served to con- 
ceal her hostile and jealous but dependent 
relationship to her twin. Sarah became de- 
pressed and paranoid when there was a 
change in her relationship to her husband. 
Twice, when Sarah became psychotic, there 
was a disturbance in Ruby’s adaptation and 
she also became psychotic. Sarah’s illness 
magically “confirmed” for Ruby the danger 
of her jealousy toward her sister, leading to 
increased guilt, depression, and finally psy- 
chosis. 


Case C.—Jean and Paul were 30-year-old 
fraternal twins. During childhood both tended 
to be quiet, good students, not active in social, 
athletic, or other extra-curricular activities. Jean 
did well in college and became a research 
chemist. Paul, although of superior intelligence, 
was unable to obtain satisfactory grades in col- 
lege and entered the Army, where his 4-year 
career was unremarkable. 

Although married in 1956, Jean continued 
living in her parents’ home. Her husband did 
not support her. Later that year, following 
delivery of her first child, she developed a 
paranoid schizophrenic reaction and was ad- 
mitted to the hospital. On being informed of 
her admission, Paul became overtly psychotic, 
“experienced blinding insight,” and “knew” 
just how his sister felt inside. Subsequently he 
became progressively more withdrawn and 
began a gradual downhill course. 

Jean quickly recovered and returned to 
work. A year later, while instituting divorce 
proceedings against her husband, she again 
experienced diffuse anxiety and went on a 
cruise. After being approached sexually by a 
ship’s officer, she expressed fears of an atomic 
explosion and showed bizarre behavior. She 
was admitted to the hospital and remained 
there 6 weeks. 

At this time Paul showed an increase in 
anxiety with confusion in thinking. On a visit 
to his sister in the hospital, she told him her 
psychosis was meant to help him by diverting 
the mother’s attention to herself. He concurred 
in this idea and sought advice from her resi- 
dent psychiatrist. Paul was found to be vague 
and disorganized and interested in learning 
about hospitalization for himself. 

As Jean improved and resumed her work 
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successfully, Paul showed further deterioration 
in personal habits and in July, 1959, was ad- 
mitted to the hospital. His hospital course was 
characterized by passive resistance to treat- 
ment, and he showed only slow improvement. 
He felt his sister’s strong interest in helping 
him and his mother’s desire to have him return 
home were threats to his well-being. To date, 
he has shown less ability to return to inde- 
pendent living than his sister. 

Psychological tests showed these twins to 
be of superior intelligence. Jean showed more 
evidence of paranoid thinking, Paul of phobic 
tendencies. Both utilized denial and showed 
a tendency to withdraw in the presence of 
emotional stress. 


These twins, although of opposite sex, 
showed most strikingly a tendency of one 
twin to “identify” with the other during ill- 
ness. Paul “knew” how his sister felt inside. 
Later, although they rationalized that their 
psychoses served to protect each other from 
the mother, the underlying hostility in the 


sister could be detected. She had always 
felt her brother to be the mother’s favorite. 
Paul’s guilt about Jean’s illness produced an 
increase in his anxiety and disorganization 
and led him to seek advice from Jean’s 
psychiatrist. One twin seeking treatment 
from the psychiatrist of the other was com- 
monly found in this series. 


Case D.—John and David were 14-year-old 
identical negro twins who were first admitted 
to the hospital in June 1955. John had an 
acute paranoid schizophrenic reaction following 
the accidental death of his dog. David ac- 
companied his twin to the hospital in order to 
“help him” and was found there to be de- 
pressed and concerned with ideas of guilt. 
He felt responsible for the dog’s death and, 
therefore, for John’s illness. 

In 1952 John had been referred elsewhere 
for psychiatric consultation because of soiling. 
He showed paranoid and depressive symptoms 
at that time. David began psychotherapy in the 
same clinic the following year for a depression. 


SYMPTOMS AT ONSET OF PSYCHOSIS 


TWIN 


DATE 4 


b 


JUNE-JULY 1959 | CRANDIOSITY 


SOMATIC PREOCCUPATION 


ANXIOUS ABOUT ILLNESS OF (a) 
PSOMATIC PREOCCUPATION 
PARANOID THINKING 


SEPTEMBER 1959 | DEPRESSED 


FEAR OF PREGNANCY 


1941 (MARRIED) DEPRESSED 
1943 (HAD ONLY CHILD) DEPRESSED, CONFUSED 
1945 PARANOID THINKING 


AUG-OCT. 1951 | 


PARANOID THINKING 


PARANOID THINKING 
DEPRESSED 


1952 DEPRESSED 


1958 


SEXUAL PREOCCUPATION 
DELUSIONAL THINKING 


1959 


DELUSIONAL THINKING 


DEPRESSED, FATIGUED 


OCTOBER 1956 


CONFUSED, WITHDRAWN 
PARANOID THINKING 


CONFUSED, DISORGANIZED, 
PARANOID, GRANDIOSE 


NOVEMBER 1958 


OBSESSIVE-COMPULSIVE BEHAVIOR 
PARANOID THINKING 


CONFUSED 
PARANOID THINKING 


MAY-JUNE 1955 


PARANOID, WITHDRAWN 


DEPRESSED, CONFUSED 


AUG.- OCT. 1957 


PARANOID, CONFUSED 


PARANOID, GRANDIOSE 
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Ideas and feelings of sinfulness, guilt, and 
punishment preoccupied the twins. John was 
more aggressive and grandiose, had better de- 
fined goals and self-concept. David, on the 
other hand, viewed his role as helper to his 
twin. 

John’s psychotic episodes appeared to be 
more related to outside environmental stresses 
than his brother’s. David’s episodes followed 
threats to his relationship to John or to his 
dependent tie to the mother, who seemed to 
favor him. A brief hospitalization of the mother 
for physical illness two months after John was 
rehospitalized in August 1957 in a paranoid 
state led to David's being admitted for the 
second time with a paranoid psychosis. 

A symbiotic relationship was evident in the 
psychoses. When John became psychotic, 
David became more dependent on his mother. 
Although David felt more equal to John when 
the latter was in an emotionally decompen- 
sated state, he also felt guilty and depressed, 
viewing John’s illness as a manifestation of the 
hostile portion of his ambivalent feelings 
toward him. The recurrence of psychosis in 
David tended to restore their previous equi- 
librium. 


John, the more overtly independent, be- 
came psychotic after a loss outside the twin- 
ship, the death of his dog. David, guilty 
about his brother’s decompensation, tried 
to undo his guilt by being helpful. This 
defense failed and he became depressed. 
When John again became psychotic, David, 
who had always felt closer to his mother, 
was able to handle his guilt as long as he 
could maintain an infantile relationship 
with her. When she was hospitalized, he 
lapsed into a psychosis similar to his broth- 
er's. 

The similarity of symptoms commonly 
found in these psychotic episodes is to be 
noted in Table 1. 


Discussion 


Study of twins provides special oppor- 
tunities for investigating normal and ab- 
normal personality development as well as 
the particular problems that result from the 
fact of being a twin. Twins usually enter a 
similar environment in infancy although, to 
be sure, even with identical twins the en- 
vironment is never truly the same for both. 
Once parents find ways of distinguishing 
one twin from the other, the twins can be 


seen as individuals with separate character- 
istics as well as one of a pair. Such distin- 
guishing features may lead to different life 
experiences and influence the development 
of significant behavioral differences in the 
twins(7). 

Dorothy Burlingham has stated that the 
needs of twins for each other makes the 
relationship the closest known tie between 
two individuals. She discussed the frequent 
“contagion of feeling” between twins, their 
identification with each other, tendency to 
form a working team, reactions to separa- 
tions, envy and jealousy, and dependence 
(1). 

These features were seen in the adoles- 
cent and adult twin pairs of this series. In 
addition, problems of later maturation could 
be observed. Difficulties of adult hetero- 
sexual adjustment with the emergence of 
strong sexual and hostile feelings toward 
other family members and reaction forma- 
tions against these were prominent. The 
breakdown of personality organization of 
one twin with psychosis was followed by a 
psychotic reaction in the second; and in 
each pair, the second twin sought help from 
the physician or hospital treating the first. 

In addition to common patterns already 
noted, the following features appeared in 
histories of two or more of the pairs: 1. 
Excessive interdependence in childhood ; 
2. Distrust of the other twin, the family, or 
the world at large; 3. Hostile feelings 
toward the other twin; 4. Similarities of 
psychotic reactions ; 5. Prominence of iden- 
tification and the use of projection and in- 
trojection in handling anxiety. 

In this preliminary investigation special 
attention has been focused on the estab- 
lished interactional patterns of the twins, 
the disturbances in these patterns, the at- 
tempts at compensation in order to main- 
tain a nonpsychotic adaptation, and the 
failures of these attempts with resulting 
psychoses. In each pair a change of status 
of one twin was followed by a change in 
the other. We have made two hypotheses : 
first, when alternating psychoses occurred, 
the psychotic reactions in one twin pre- 
cipitated and were related psychodynam- 
ically to the psychotic reactions in the 
other ; and, second, the psychoses, in the 
absence of successful compensatory relation- 
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ships, represent one means for the twins to 
continue their relationship with each other. 

Most frequently, alternating psychoses, 
as described above, occurred when one 
twin was experiencing anger toward an im- 
portant person in his environment, the 
threat of loss of important persons or ob- 
jects, or combinations of the two. In the 
adult pairs, conflict between a twin and 
her marital partner was often the apparent 
precipitating event. 

Such stresses do not necessarily lead to 
psychotic states, but stress in the presence 
of an inadequate ego, a lack of emotional 
support in the person’s environment, or 
hereditary or constitutional defects may 
lead to neurotic or to psychotic sympto- 
matology. 

Intense rivalries and hostile feelings with 
attendant distrust appeared commonly and 
in a number of ways. Disagreements oc- 
curred over money between one pair of 
twins and between one of these and her 
husband, whom she felt was unfaithful to 
her. Her accusations occurred after she 
had terminated a brief extramarital relation- 
ship. One twin thought she was being poi- 
soned by her husband and by her twin’s 
husband. The fraternal twins blamed their 
mother for their psychotic reactions and 
each believed their psychotic reactions 
served to protect the other from the mother. 

A hierarchy of defense mechanism was 
used in attempting to defend against hostile 
feelings. Initially such mechanisms as re- 
action formation, undoing, or, on a more 
conscious level, suppression were utilized. 
When these proved inadequate, other de- 
fenses such as denial and displacement and 
ultimately more pathological mechanisms 
such as projection and turning against 
oneself were to be seen. Depression and 
paranoid thinking occurred commonly as 
symptoms in the twins during periods of 
psychosis. 

Leonard(6) has shown the importance of 
identification in twins. Early in life, twins 
may identify with themselves even more 
than with the mother ; the other twin is al- 
ways available; the mother cannot be. 
Later, identification is used as one defense 
against feelings of rivalry. Identification 
with the other twin was prominent in each 
pair of this series; manifestations of this 


could be observed during illness as well as 
in health. There was similarity of symp- 
toms, awareness of the feelings oi the other, 
and a desire to act together against parental 
figures. At that same time, a change in the 
active-passive relationship of one to the 
other was a source of anxiety. 

The importance and fate of sexual im- 
pulses in alternating psychoses is less clear. 
One of the 14-year-old twins was obsessively 
preoccupied at the time of his first psychotic 
reaction with the “shrinking up” of a testi- 
cle. In his associations he related this to the 
mutilation of his pet dog, whose death fol- 
lowing an accident appeared to precipitate 
his first psychosis. Another twin, in the 
course of a psychotic reaction precipitated 
by his sister’s post-partum psychosis, be- 
came anxious about his sexual feelings 
toward his mother and sister. Another twin’s 
psychosis included thoughts that her hus- 
band was unfaithful and that her oldest son 
might grow up to be a homosexual. Her 
sister remained free of symptoms while car- 
ing for her twin’s husband and children but 
became depressed when they returned to 
their own home. 

The dependency of the twins on each 
other appeared to be accompanied by feel- 
ings of competitiveness, envy, and anger, 
often intensified when there was a threat of 
separation. When, for example, one twin 
required psychiatric treatment, her sister 
accompanied her each time to the psychia- 
trist’s office. He became aware that the 
second twin was seeking increasing amounts 
of his time and would have utilized all the 
interview time if allowed to do so. 

When the dependent relationship was 
jeopardized by a psychiatric hospitalization 
of one twin, a depressive reaction often 
developed in the other. Burlingham has ob- 
served that twins suffer acutely when sepa- 
rated from each other. One twin identifies 
with the other who is missing, taking over 
his characteristics and in fact trying to be 
the missing twin(1). 

Folie 4 deux bears certain resemblances 
to the reactions here described. The simi- 
larity of symptoms in close family members 
and the onset of a psychotic reaction in one 
following and apparently precipitated by a 
psychosis in the other are found in both. 
Psychodynamic features of this syndrome 
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have been reported by Deutsch(9) and 
others(5, 10, 11). 


CONCLUSIONS AND SUMMARY 


In this series, a psychotic reaction in one 
twin disturbed the twin relationship. When 
attempts of the other twin to compensate for 
this disturbance were not successful, an 
alternating psychotic reaction developed. 
Most often the psychoses were of paranoid 
or depressive type, thus emphasizing the 
frequent attributing of cause for the illness 
to the other twin and the acceptance of 
responsibility by that twin with subsequent 
guilt and depression. 

There was evidence of strong rivalry be- 
tween the twins during illness as well as 
during relatively well periods ; this rivalry 
led to a sharing of medical and family 
care. The second twin was able uncons- 
ciously to exact as much help from his 
environment as the first. The unusually 
strong identification observed in normal 
twins appeared to carry over into illness. 
Ego integrity of one twin may depend on 
the integrity of the ego of the other. 
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Prevalent in psychiatry is the view that 
the process of socialization in childhood 
necessarily involves a series of traumata and 
frustrations. Thus, an influential worker in 
this field states of weaning that “even under 
the most favorable circumstances, this stage 
leaves a residue of a primary sense of evil 
and doom and of a universal nostalgia for 
a lost paradise”(6), of toilet-training that 
“bowel and bladder training has become the 
most obviously disturbing item of child 
training in wide circles of our society”(7), 
and of the response to siblings as involving 
“jealousy and rivalry . . . now come to a 
climax in a final contest for a favored posi- 
tion with the mother ; the inevitable failure 
leads to resignation, guilt and anxiety”(8). 
So pervasive is the influence of this attitude 
that even an investigator who has himself 
demonstrated that sucking drive in infancy 
is at least in part the consequence of oppor- 
tunities to suck rather than the expression 
of an innate oral drive states(5), in a re- 
cent publication remarks that “the weaning 
process, except under the most fortunate 
circumstances, is bound to be frustrating 
to the child”(14). Such statements involve 
the assumption that change in established 
patterns of behavior related to physiologic 
and social needs of the child is in and of 
itself frustrating. Thus, toilet-training with 
a change to the successful use of the toilet 
bowl rather than the diaper is viewed as a 
necessarily negative experience. Further, 
from this point of view the most benign 
outcome of such a change would be the 
minimization of trauma. Similarly, more 
complex parental socialization practices, 

1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 
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such as punishment in order to eliminate 
aggressive behavior in the child is categor- 
ized as anxiety-producing with the pro- 
duction of displaced aggression(15). 

The view of socialization as a continuous 
process of frustration has been expressed in 
its most general form by Freud, in his state- 
ment that “civilization is the fruit of the 
renunciation of instinctual satisfaction” (11). 
This theoretical attitude derives from the 
retrospective analysis of individuals ex- 
periencing sufficient difficulty in social func- 
tioning to lead them to seek psychoanalytic 
treatment. The view has been extended 
and further reinforced by the attribution of 
etiologic significance to difficulties sur- 
rounding the socialization process in chil- 
dren who manifest various behavioral dis- 
turbances. The alternative proposition that 
an underlying disorder may have produced 
both the difficulties in socialization and the 
later identified behavioral pathology has 
only recently begun to receive serious at- 
tention(1, 3, 10). 

The present report seeks to re-examine the 
question of the effects of important social- 
ization experiences in early childhood on a 
population of 110 normal children whose de- 
velopment has been followed continuously 
from the first months of life. It therefore in- 
volves an ongoing and anterospective study 
in which the totality of behaviors preced- 
ing, surrounding and following such pre- 
sumably significant experiences as weaning, 
toilet-training, the return of the mother to 
work, and the birth of a younger sibling, 
are available for analysis. An additional 
direction of inquiry is made possible by 
virtue of the prior identification of the 
children in terms of primary characteristics 
of reactivity, which have been described 
in earlier reports(4, 17). These character- 
istics which can be delineated at two to 
three months of age in each child and 
which persist in a stable form as the child 
grows older, we have called the primary 
reaction pattern. As yet, no conclusion is 


4 
‘ 
: 
/ 
| 


1961 


A. THOMAS, H. G. BIRCH, S$. CHESS, AND L. C, ROBBINS 


799 


possible as to whether the patterns are con- 
stitutional, environmentally determined, or 
a combination of both. Knowledge of this 
patterning permits the exploration of the in- 
fluence of such initial features of reactivity 
on the nature of the responses to various 
socializing forces. 

Data on the 110 children now being fol- 
lowed are gathered by: 1. Histories from 
the parents detailing the behavior of the 
child in objective, factual terms in the vari- 
ous functional activities of daily life, as well 
as the sequence of reactions to any special 
situations. These histories are taken at 3 
month intervals for a year, starting at 2-3 
months of age, and then at 6 month inter- 
vals; 2. Periods of direct observation at 
one or more points during infancy in most 
of the children; 3. Direct observation of 
the child’s behavior in a standard play and 
psychological test situation, done at 3 years 
of age ; 4. Direct observation of the child’s 
behavior in nursery school, and interviews 
with the teacher as to the details of the 
child’s functioning in school; and 5. A 
structured interview with each mother and 
father designed to elicit information on 
parental] attitudes and child-care practices. 

The families of our population represent a 
relatively homogeneous middle-class group, 
with a majority in various professional oc- 
cupations. Child-care practices are basically 
permissive and child-centered, with an em- 
phasis on satisfying the needs and desires 
of the child. 

Details of the methodology, validation of 
the parental interview technique, and re- 
sults through the first two years of life have 
been reported elsewhere(4, 17). In the 3-4 
years of life that these children have been 
followed, a number of specific types of po- 
tentially stressful environmental situations 
have occurred to many of them. The details 
of the behavior of the children before, dur- 
ing and after the occurrence of these situa- 
tions, as well as information as to parental 
attitudes and practices, have been analyzed. 

The findings will be presented for each 
of the various types of situations studied. 
Since serious questions have been raised 
about the errors inherent in limiting obser- 
vation of disturbance to the immediate 
function that is being influenced(9), in this 
study in each situation evidence of be- 


haviora] disturbance was sought, not only 
in the area directly involved, for example 
feeding in the course of weaning, but also 
in other aspects of functioning, including 
sleep, toileting and social responses. A sec- 
ond problem, namely the possibility of long 
delayed manifestations of behavioral dis- 
turbance, can only be explored when the 
children are older. 


WEANING AND TOILET-TRAINING 


About 40% of the mothers breast-fed their 
infants with the use of supplementary bottle 
feedings. In almost all children, the shift 
to the exclusive use of the bottle was ac- 
complished gradually in the first 2-5 months. 
In no case was any disturbance in the in- 
fant’s behavior noted with this change. 
Weaning from the bottle in all the children 
was uniformly started by offering the child 
sips from a cup at mealtime beginning 
sometime between 5 and 11 months of age. 
By the end of the third year 60% of the 
children were completely weaned, with the 
earliest age being at 12 months. In those 
children not weaned by 3 years, the bottle 
was taken primarily at bed and naptime, 
while the cup was used at mealtime. Most 
of the mothers of this latter group have 
been reluctant to make complete weaning 
an issue, most usually for fear of creating a 
sleep problem. One-third of those complete- 
ly weaned accomplished this by 18 months. 
In many of these cases the weaning was 
accomplished by the child’s spontaneous re- 
jection of the bottle. In some instances the 
mothers persisted in their efforts to continue 
with bottle feeding and only stopped when 
they found their efforts to be of no avail. 
These attempts of the mothers to delay 
weaning were due to their fears, which they 
expressed openly in the interviews with 
them, that early weaning or toilet training 
might be traumatic to the child. These fears 
were based on the presumably authorita- 
tive statements they had heard and read as 
to the dangers of such early weaning and 
toilet-training. Some of the mothers even 
confessed to feeling uncomfortable and un- 
easy at the early weaning accomplished by 
the child, because they felt their friends 
would interpret this as evidence of rigid, 
outdated and harmful child-care practice. 
In only one case in the first 50 analyzed 
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has there been some evidence of significant 
behavioral disturbance associated with the 
weaning process. 

Our data do not support the concept of 
inevitable psychic trauma inherent in the 
weaning process. With the permissive ap- 
proach by the parents, weaning did not ap- 
pear to be a source of disturbance and un- 
der certain circumstances may even have 
been a positive child-initiated experience. 
The issue might have been different if there 
had been rigid insistence on early weaning 
in the face of resistance by the child. In 
such situations, the effect on the child may 
be unfavorable, as it can be whenever the 
parent-child interaction is antagonistic. 

In toilet-training our data are very simi- 
lar to the findings in weaning. Since all the 
mothers in this group are permissive and 
are concerned with the presumed dangers 
of early training, only 20% started training 
below one year of age. The median starting 
age for toilet-training was 16 months. The 
process was usually a slow one, with the 
mothers stopping their attempts at training 
for periods of several months or more if the 
children objected. In most cases training 
was completed between 18 and 36 months. 
In a few children training was not success- 
fully completed until the fourth year. 

Toilet-training in the first 50 cases ana- 
lyzed was accomplished without evidence 
of disturbance, except in one child. In a 
number of cases, the children themselves 
initiated the training, usually in imitation of 
an older sibling. In this function, as with 
weaning, the evidence does not support the 
concept that toilet-training is necessarily a 
frustrating and traumatic experience. 


BIRTH OF A YOUNGER SIBLING 


In 18 of the families, a younger sibling 
has been born since the start of the study. 
This has provided the opportunity to re- 
cord the character and intensity of the older 
child’s response to the introduction of an 
infant into the family. Over half of the 18 
children showed disturbance at this event. 
The two main types of disturbance noted 
were: 1, Reversion to more infantile pat- 
terns of functioning in socialization, sleep- 
ing, feeding and toileting ; and 2. Aggres- 
sive behavior toward the new baby. In 6 
cases the reactions were mild and transient, 


in one moderate, and in 3 prolonged and 
severe. Three children showed no discerni- 
ble disturbance in functioning and 5 actual- 
ly showed an improvement in their social 
responses. Thus, children reacted with vari- 
ous degrees of positive and negative be- 
havior to a new sibling. 

Both environmental factors and the char- 
acteristics of primary reactivity in the 
individual child appear to contribute to 
variability of response to new children. The 
entry of a younger sibling into the family 
group necessarily affects the amount of time 
and attention given to the child by the 
mother and by other members of the house- 
hold. Where this change in circumstances 
leads to disturbance in the child, the mother 
is objectively unable appreciably to modify 
the situation as she can for weaning or 
toilet-training. It is of interest, therefore, 
that the intensity and duration of negative 
responses were greater in those who were 
themselves first children than in those who 
already had older siblings. For the only 
child the entry of a new baby into the 
family group seemed to constitute a much 
greater environmental change. Age at the 
time of new births also influenced reactions. 
There was less disturbance in those children 
who were under 18 months of age when the 
new sibling was born. A third influential 
factor was the degree of prior paternal in- 
volvement. In several children whose 
fathers had been especially active in caring 
for them and whose fathers continued to do 
so even after the arrival of the new baby, 
the turning of the mother’s attention to the 
younger sibling was not an especially dis- 
turbing event. In one family where both 
parents were very much involved with the 
first child, there was no reaction when the 
mother took care of the new baby, but the 
child, a boy in his third year, developed 
stuttering as soon as the father began to 
handle the baby. As soon as the father 
stopped this and devoted himself again to 
the older child, the stuttering stopped. 

On the organismic side, qualitative analy- 
sis of the data has shown a definite relation- 
ship between the characteristics of primary 
reactivity in the child and the type of re- 
sponse to the birth of a sibling. Those chil- 
dren who from early infancy on showed mild, 
positive regular responses with quick adapt- 
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ability to new stimuli, such as the bath, 
change in sleep schedule and the intreduc- 
tion of new foods, manifested a similar pat- 
tern with the new baby. In this group, 
disturbances were minimal] or non-existent. 
On the other hand, those children charac- 
terized by intense, negative and irregular 
responses with slow adaptability tended to 
show greater and more prolonged disturb- 
ances after the birth of a sibling. 


MOTHER'S RETURN TO WORK 


Six of the mothers returned to full-time 
professional work when the child was 2-3 
months old. There was intense, prolonged 
disturbance in one child and none observ- 
able in the other 5. The child who was 
upset had intense, irregular, negative and 
non-adaptive responses as the over-all pri- 
mary pattern. The other 5 who are now all 
in the fourth year of life, have shown no 
significant disturbance in functioning. The 
primary reaction patterns of these children 
have been of the regular, mild, positive and 
adaptive type. 


PARENTAL PRACTICES AND ATTITUDES 


A quantitative analysis of our data has 
confirmed other studies(2, 12, 13, 16), in- 
dicating a lack of any one-to-one correla- 
tion between any specific parental practice 
and its effectiveness. In our child-centered 
families the mothers have most usually 
tried to meet the child’s demands, and 
where this has not been possible have tried 
to alter the stimulus or the situation rather 
than insist on the child’s alteration of a 
negative response. In spite of parental simi- 
larities of approach, the responses of the 
different children in the areas of sleep, feed- 
ing, toilet-training and social restraint have 
shown wide variation. Preliminary impres- 
sions, which await confirmation by a fuller 
analysis now in progress, are that this varia- 
bility in responsiveness may be related both 
to the primary pattern of the individual 
child and to the over-all attitudes of the 
parents. 

It also appears that while the parental 
attitudes do play a very important role in 
influencing the child’s development, the di- 
rection of this influence is significantly af- 
fected by the child’s primary reaction pat- 
tern. For example, several mothers have 


been pressuring and domineering in their 
approach. In two cases, the children have 
developed strong negativistic trends, but in 
a third case it is significant that the child 
has become acquiescent to his mother’s 
demands and even submissive. The first two 
children have intense, negative and non- 
adaptive primary reactive characteristics, 
whereas the third is mild, positive and 
adaptive. 

It has also been of great interest to ob- 
serve the progressive crystallization of spe- 
cific parental attitudes related to the pri- 
mary reactive characteristics of the child. 
Where the child’s primary pattern has made 
his care easy, the mother has often shown 
a much quicker and more intense develop- 
ment of positive attitudes than in those 
cases in which the child’s primary reactions 
have made his care more difficult and time- 
consuming. This influence of the child on 
the parent has been most dramatically evi- 
dent in two families where there are twins 
who showed differences in patterning of re- 
activity from early infancy on. In each 
family, the mother, who started with the 
same attitude toward the two infants, has 
developed increasingly dissimilar responses 
to them as they have grown older. In large 
part, these attitudes are based on her reac- 
tion to their primary differences. In 3 other 
families with twins with similar patterning 
each to the other, this differentiation of pa- 
rental attitude has not been evident. 


OTHER SPECIAL EVENTS 


Five children were hospitalized during 
the first two years of life for various illnesses 
and operative procedures. The mothers 
stayed at the hospital with the child either 
for part or all of each day. No significant 
disturbance related to the hospitalization 
was evident in three children after the re- 
turn home. In one child there was a moder- 
ate reaction which appeared related to the 
limitations imposed by a hip cast. Only in 
one child was there marked disturbance. In 
this case the mother was. very pressuring, 
overprotective and at the same time hostile 
to the child, and during the one week period 
of hospitalization literally insisted on stay- 
ing with her day and night. 

Ten children have had to wear an ortho- 
pedic foot bar at night for several months 
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or more during the first year of life. After 
the initial period of adaptation, which took 
several days to two weeks, no persistent dis- 
turbance in reaction to this restraint de- 
veloped, except in the same child mentioned 
above with severe reaction to hospitaliza- 
tion. 

Separation or divorce of the parents has 
occurred in 4 families, in each case before 
the child was 2 years of age. No significant 
acute disturbance has occurred in any of 
these children, though, of course, no pre- 
diction can be made as to any long-term 
effects. 


DiscussION AND CONCLUSIONS 


The above data indicate that the charac- 
ter of the response of a young child to spe- 
cific situations or to the over-all attitude of 
the parent is the result of the interplay be- 
tween environmental factors and the pri- 
mary reaction pattern. With certain events, 
such as weaning and toilet-training, the 
parent can guide and modify the approach 
in accordance with the reactions of the in- 
dividual child so that disturbance is kept 
to a minimum. With the birth of a younger 
sibling, where the parent does not have this 
degree of control over the situation, the 
possibility of disturbance is much greater. 
The influence of the child’s primary reac- 
tion pattern is more obvious in the marked 
variability of response of different children 
to this event. 

On the other hand, the data do not sup- 
port the concept that weaning and toilet- 
training are necessarily traumatic, an as- 
sumption usually based on the hypothesis 
that these events cause frustration of li- 
bidinous drives. Such frustration, and such 
fixed drive states are not evident in the 
behavior of the various children in this 
study. This is especially highlighted by the 
number of cases in which the child, instead 
of clinging to such presumed instinctual 
gratifications, initiated weaning or toilet- 
training himself over the mother’s resist- 
ance. 

Further, our data do not support the 
prevalent idea that the process of socializa- 
tion in the young child necessarily involves 
a sequence of frustrating and traumatic 
events. This concept is based on the assump- 
tion that it must always be a negative ex- 


perience for the child to give up an activity 
such as sucking which is associated with 
the gratification of a biological need, or to 
lose a part of the mother’s time and atten- 
tion if she returns to work or a younger 
sibling enters the family, or to change 
initial patterns of activity as the result of 
training, such as in bladder and bowel 
evacuation. The learning of the many social 
restraints necessary for the child’s safety, 
for the recognition of the needs of others, 
and for the prevention of damage to house- 
hold objects, is also considered to involve 
primarily the frustration of the child’s own 
drives. Absent from these various formula- 
tions is the concept that the processes in- 
volved in socialization may have very im- 
portant positive aspects for the child. The 
learning of a new activity, the mastery of a 
function such as sphincter control, the stim- 
ulus for changes in behavioral patterns pro- 
vided by the identification with and desire 
to imitate a parent or older sibling may have 
important positive effects on the growing 
child. 

The wide variations in response to similar 
environmental situations occurring during 
the process of socialization shown by the 
children in this study indicates that it is 
impossible to make any generalization as to 
the effect of such events that will be valid 
for all children. Every experience is an in- 
dividualized one for each child and its psy- 
chological influence can be understood only 
in terms of the environmental context in 
which it occurs and of the primary charac- 
teristics of reactivity of the child. 

Finally, it is important for parents to 
know that their basic activities with the in- 
fant, such as weaning, toilet-training, and 
the teaching of various restraints and pro- 
hibitions, are not necessarily traumatic and 
frustrating to the child, and may even be 
positive experiences. The same is true of 
events which result in the diminution of the 
mother’s time devoted to that particular 
child, as with the birth of a younger sibling. 
Prevalent psychiatric attitudes have led in- 
numerable mothers to feel apprehensive as 
to the potentially harmful effects of these 
activities and events on the child, so that 
the normal processes of child-care take on 
the aspect of a hazardous and treacherous 
project(2). This apprehension was graphi- 
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cally demonstrated by the mothers in our 
study population who resisted the child’s 
spontaneous demand to be weaned early, 
for fear of its consequences. The reassur- 
ance that the normal processes of socializa- 
tion are not necessarily fraught with all 
kinds of psychological dangers for the child 
has proven very helpful to these mothers, 
and can, with profit, be extended to all 
those who have suffered from the influence 
of incorrect theory. 
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Since several papers presented at this 
meeting conveyed an intriguing object les- 
son in the versatility of the twin study meth- 
od or, more specifically, of the many inves- 
tigators now using it, I appreciate this 
opportunity to comment on them en bloc. 
A definite advantage of this arrangement is 
that instead of being forced in my brief re- 
marks to harp on the obvious procedural 
and interpretative limitations of psychiatric 
twin studies, I can place the emphasis on 
their matchless potentialities. To make the 
most of them, however, twin study projects 
call for a representative series of twins, 
amenable to the employment of appropriate 
statistical techniques. The statistics describ- 
ing such a sample are computed from twin 
index cases rather than nonrandomly col- 
lected twin pairs. 

Twins in general have long been known 
to be fascinating research subjects, irrespec- 
tive of the fact that they offer unique op- 
portunities for combined cross-sectional and 
longitudinal studies in a family setting. 
However, single observations on twins are 
rarely significant in themselves nor are twin 
data as such less defenseless against abuse 
than any other set of statistics. To para- 
phrase recent comments by Morison and 
Li, facts about twins do not give us a direct 
sense of cause and effect, nor are twins as a 
research species so uniquely unique that 
they defy any attempt at statistical treat- 
ment. 

Whatever may be said about statistics 
generally, it cannot be doubted that reliance 
on statistical techniques will go a long way 
towards helping a psychiatric twin research 
worker, as much as it does any other investi- 
gator in the behavioral sciences, fo detach 
himself from an intuitive sense of his ma- 
terial. In other words, in order to have a 


1 Two papers presented at the annual meeting 
of The American Psychiatric Association in At- 
lantic City on May 10, 1960: 1. Stella Chess, 
Alexander Thomas, and Herbert Birch : Individu- 
ality in Responses of Children to Similar Environ- 
mental Situations ; and 2. E. Gardner Jacobs, and 
Alvin M. Mesnikoff: Alternating Psychoses in 
Twins : Report of Four Cases. 
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better understanding of the complex etiolo- 
gy of disordered behavior patterns, con- 
temporary psychiatry needs scientifically 
validated facts more urgently than a great 
number of casuistic observations which 
seem somehow compatible with a neat hy- 
pothesis. 

To avoid possible misunderstanding, I 
hasten to say a few special words of praise 
for one of the papers to be discussed by me, 
that of Dr. Chess and her co-workers on the 
variability of the young child’s response to 
similar environmental situations and, in 
turn, the progressive crystallization of spe- 
cific maternal] attitudes in response to the 
primary reaction pattern of the child. While 
the emphasis of this carefully conducted 
study has been on single-born children, it is 
certainly of interest, and in agreement with 
many other observations, that in families 
with twins who showed dissimilarity in be- 
havioral patterning from early infancy on, 
there was a substantial difference in the ef- 
fect exerted by the children on the mother. 
By the same token, it was to be expected, 
that no comparable differentiation of ma- 
ternal attitudes could be observed in the 
families of twins who were similar in their 
primary reaction patterns. 

For a longitudinal record of these twin 
histories it would of course be helpful to 
have all essential zygosity data specified in 
detail. The same stipulation applies to the 
findings in the other twin studies presented 
in this section. The given observations are 
based on a combined total of seven pairs of 
twins with an assortment of at least eight 
different forms of psychiatric disorder. The 
age range of the twins was from 12 to 45 
years, and one 6f the pairs was of opposite 
sex and therefore dizygotic. 

Regarding the rather vague reference to 
our finding of a higher schizophrenia risk 
figure for two-egg twin partners than for 
“non-twin siblings,” it should be pointed 
out that the risk difference between full 
siblings and all dizygotic cotwins extended 
from 14.2 to 14.5 per cent in the 1953 ma- 
terial cited, and from 14.3 to 14.7 per cent 


4 
mya 
‘en 
4 
j 
i 
4 
i] 
* 
| 
AE 
4 
i 


1961 ] 


F. J. KALLMANN 


805 


in an earlier analysis published in 1946. 
What has not been mentioned by Dr. Ja- 
cobs and Dr. Mesnikoff is that in the same 
families, the morbidity risk of the step-sibs 
and half-sibs of schizophrenic twin index 
cases varied from 1.8 to 7.0 per cent. At any 
rate, it should not be inferred that the ge- 
netic theory of schizophrenia depends only 
on the interpretation of concordant twin 
data. 

Another aspect to be considered is that in 
our original sample of 691 schizophrenic 
twin index families, simultaneous occur- 
rence of schizophrenic symptoms was ob- 
served in only 17.6 per cent of one-egg twin 
pairs. In about one-half of this consecutive 
series of pairs—52.9 per cent, to be exact— 
there was a difference in disease onset of 
one month to four years, while in over one- 
quarter the difference observed was from 
four to twelve years. Significant dissimilari- 
ties in symptomatology were seen especially 
in twin partners with a definite disparity in 
age of onset. 

Even more striking was the finding that 
similarity and dissimilarity in environmental 
constellations were almost equally distrib- 
uted in the series of discordant pairs. More 
specifically, 49.3 per cent of two-egg co- 
twins remained free of schizophrenia al- 
though they had shared the same environ- 
ment with a schizophrenic twin; and ap- 
proximately one-quarter of one-egg pairs 
(22.4%) became concordant without similar 
environment. A more recent twin study of 
preadolescent forms of schizophrenia con- 
firmed the nonexistence of a simple correla- 
tion between inadequacy of the parental 
home and an early onset of a schizophrenic 
psychosis. 

The last point to be covered may be a 
matter of semantics to some people, but it 
happens to be a pet peeve of mine of rather 
long standing. It concerns the introduction 
of still another synonym—the phrase “alter- 
nating psychoses’—for one of the clearly 
anachronistic expressions of modern psychi- 
atry : folie a deux, variously referred to as 
induced insanity or psychosis of association. 

Originally used by Laségue and Fabret 
in 1877 to describe the transference of delu- 
sional ideas from a psychotic individual to 
an intimate and submissive associate, re- 


placing such older terms as infectious in- 
sanity and psychic contagion, the concept 
of folie a deux was later stretched so far as 
to be applied to the coexistence of any 
mental disorders of a similar variety in two 
or more persons who seemed closely enough 
associated. For example, the term was fre- 
quently employed either to describe or to 
explain similar schizophrenic or depressive 
symptoms in twin partners or two other 
members of a family unit. Equivalent diag- 
nostic labels used were collective, conta- 
gious, simultaneous, reciprocal or double 
insanity ; mystic paranoia ; and induced, in- 
fluenced, imposed, communicated or asso- 
ciated psychosis. In this manner, and subtly 
reinforced by the equally ineradicable be- 
lief in the inheritance of acquired character- 
istics, the concept of folie d deux helped to 
perpetuate the notion of a magic phenome- 
non producing mental disease through per- 
sonal contact. 

Many years ago (1946), for the sake of 
creating a more objective attitude toward 
the phenomena and techniques of psychi- 
atric genetics, I suggested limiting the term 
folie a deux to the transference of circum- 
scribed delusions between closely associated 
but unrelated persons. With our present 
knowledge still far trom enabling us—with 
or without intuition—to separate the inter- 
acting effects of genetic and nongenetic ele- 
ments in the etiology of behavior disorders 
in consanguineous settings, my original sug- 
gestion still holds in 1960. If an unbalanced 
chromosome complement due to non-dis- 
junction of chromosome 21 occurs more fre- 
quently in the child of an older woman than 
in that of a younger one, a conceptual 
preference for alluding to the mother’s age 
as a sociopathic factor will be of very 
limited value in understanding the etiology 
of mongolism. In such instances, time alone 
will be able to determine the validity of a 
tentative hypothesis, however attractive or 
appealing it may have been at the time 
when it was formulated. 

May I conclude my comments with a 
word of thanks to the various sets of in- 
vestigators who contributed to this interest- 
ing session. All reports were thought-pro- 
voking and, therefore, of definite merit. 
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A group of descriptively delineated be- 
havioral categories of children is presented 
for critical review. We are interested in 
ascertaining whether other professional 
workers will recognize these behavioral 
patterns. The patterns are presented tenta- 
tively as they have appeared in clinical 
practice with children rather than as a final 
formulation. 

Fear or anxiety is an inherent reaction 
to a new and important situation, and per- 
sonality is patterned to a significant degree 
by the manner in which an individual 
responds to these feelings. As a child is 
introduced into a treatment situation, he 
will be apprehensive, and we have been 
accustomed to describing the manner in 
which he attempts to handle himself as 
fear or anxiety is aroused. Such reactive 
patterns are confirmed as the therapist 
becomes intimately acquainted with the 
child and constitute the framework in 
which the child’s behavior is examined. The 
patterns are surprisingly consistent for a 
given child. 

Some years ago, we reviewed a large 
number of case records and listed the be- 
havioral patterns which were described. 
With usage, the following categories be- 
came easily recognized: 1. Active Super- 
ficial (including children with circum- 
scribed interest patterns), 2. Openly Antag- 
onistic (actively antagonistic), 3. Active 
Control, 4. Passive Control, 5. Passive 
Apprehensive. 

These categories do not correspond with 
classical nosological groupings, but can 
be recognized as patterned tendencies 
within the group of transient situational 
reactions, psychoneuroses, personality or 
character disorders, the organic and intel- 
lectual defect states, and the normal child. 
We are not convinced of the inclusiveness 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2 Director, Asst. Psychiatrist and Chief Psychologist, 
The Children’s Service Center of Wyoming Valley, 
Wilkes-Barre, Penna. 
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of the categories and would entertain sug- 
gestions for additions or alteration of the 
groupings. They have had considerable use 
within the program of the Children’s 
Service Center, and we urge your consid- 
eration of them. 

A category might be viewed as a pattern 
of defense. The positive aspect of a defense 
reaction is that it is a way the individual 
has discovered of responding in certain 
circumstances. Such patterned responses 
become characteristic for each child. On 
occasion, a child may react with a variety 
of the responses listed, and indeed with 
other defenses, but it is our impression that 
there is a tendency to follow certain pat- 
terns in a repetitive manner. The categories 
have singled out a feature of the accus- 
tomed responses of the child, which domi- 
nates his reactive patterns. We have con- 
cluded that children do not from time to 
time alter their responses to utilize exten- 
sively a variety of the categorical patterns. 

Activity refers to the manner of a child’s 
approach to interpersonal relationships 
rather than to the quantity of motor dis- 
charge. In the active group, the child 
directs his actions with a secondary concern 
for the response of the other individual. 
The passive child does not initiate issues, 
but responds in his accustomed manner as 
he is required by the activity of the other 
person. 

The actively superficial child presents an 
apparent shallowness in emotional response 
and is difficult to engage in meaningful dis- 
cussion of his attitudes and emotions. He 
may converse on impersonal topics, but is 
not essentially concerned with communica- 
tion and is evasive or disinterested when 
attempts are made to discuss his personal 
feelings. Such moves are countered or antic- 
ipated with self-centered activities or talk. 

There is a tendency to deny the existence 
of troubled feeling or of behavioral diffi- 
culty. The child expresses positive or pleas- 
ant feelings, but does not reveal negative, 
hostile, or openly aggressive feeling. He 
is superficially conforming, ready to please 


if 
: 
“4 
Py 
= 
He 


1961 


J. FRANKLIN ROBINSON, LOUIS J. VITALE, AND CARL J. NITSCHE 


807 


or be obliging, and unwilling to invoke dis- 
pleasure. 

There may be an air of self-satisfaction. 
Such children may be popular because they 
do not offend or challenge. They, however, 
avoid close friendships 

The following case illustrates this cate- 
gory : 


Case 1.—Boy, age 10 years. A good looking, 
likeable boy, John adjusted to camp readily. 
Although he played games and joined in ac- 
tivities, he was never part of the group. His 
relationships were superficial with the children 
and staff. He was not truthful and admitted 
little or no responsibility for stealing or leav- 
ing camp grounds without permission. John 
always had a story to cover his actions. If he 
had stolen money, he would say that his father 
had sent it to him. John did not talk freely of 
his parents and did not write to them, al- 
though he always looked for mail. 


The actively antagonistic child is perhaps 
more aptly termed openly antagonistic. He 
is hostile, negative or defiant in his ap- 
proach to people and situations. He does 
not conform and stirs rebellion in others. 
His fear may be obvious, but is denied, 
even when he is aware of it. Such children 
may engage in antisocial acts and constitute 
one group of delinquents. 

He challenges and invites others into 
struggle. He denies personal problems, and 
projects the difficulty onto others. He seems 
to fight against a friendly approach to him. 
He has a need to oppose and is ever ready 
to defend himself or attack when he is 
threatened. He cannot relate easily at a 
positive level. 


Case 2. (Excerpt from an initial interview. ) 
—Boy, age 5 years. “Mrs. Depew is going to 
bring her nice little boy down here and I will 
have a fine time. Her boy fights.” I say that I 
thought Andy was the one who fights. He 
says, “My name is Andrew. Do you mean 
me ?” 

“T'll tell you something about Dexter Depew. 
The kids in school call him ‘Stinky,’ and next 
week I am going to wear something and scare 
you—my cowboy suit.” He continues, “Hey, do 
you want me to come down here any more ?” 
I say that I thought he came down here be- 
cause he had a job to do. He continues, “I'll 
beat you up. I can be anywhere I want to.” 


One notes the manner in which this boy 
meets a new situation with an habitually 
aggressive response. 

Control is a practice of limiting or pro- 
hibiting the activity of the other person, 
so that one is not called on to respond in 
a manner determined for him. If you allow 
another person freedom of action, you must 
react to his directional moves. The con- 
trolling patient avoids challenge and the 
accompanying fear or anxiety by keeping 
matters in his own terms and restricting 
the initiative of those who would associate 
with him. Such control of the behavior of 
another person is distinguished from so 
called self-control. 

The actively controlling child attempts to 
dominate and direct those about him so 
that fear will not be aroused. He is de- 
manding of others, but is himself dissat- 
isfied. He does not accept limits. He 
becomes querulous or petulant, when com- 
pelled to attend or respond. He is disturb- 
ing in a group, because of his persistent 
drive to compel others to respond to his 
demands. He will act in a group only on 
his own terms. The important distinguish- 
ing feature is the active determining influ- 
— in the group or in a personal relation- 
ship. 

The following case excerpt is illustrative. 


Case 3.—Boy, age 8 years. “Don’t call me 
Morton, call me John.” He doesn’t like Morton. 
He makes people call him John. When I open 
a window, he says, “Don’t open the window ; 
it is too cold.” Then he looks at the chairs 
and says, “Oh, if I sit on one of those chairs, 
I'll bust it. Yes, I'll bust it. I'll cave those chairs 
through, once I sit on them.” I say that I 
imagine they are strong enough to hold him, 
but I suppose he feels a little frightened about 
using those chairs. He says, “I have to sit 
down, but I’m not going to.” 


One notes the manner in which this boy 
dictates that he be called by a name cther 
than his own. He does not allow the ther- 
apist to open a window, and expresses his 
reluctance to participate freely, even to 
the extent of using a chair. 

Passive control is sometimes more difficult 
to distinguish, but becomes apparent when 
the child’s behavior is examined over an 
extended period. Such children initially 
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may appear to be emotionally unresponsive, 
but do persistently influence the activities 
of the therapist or those about them. They 
differ from the active superficial group in 
that they are not ready to conform or be 
obliging. They are not deterred by the dis- 
pleasure of others. They differ from the 
active control group in their reluctance 
to express evident antagonism. While pas- 
sive, they are not neutral in a relationship, 
and do control and influence the behavior 
of those about them. 

There is little overt indication of emo- 
tional turmoil or concern. They appear to 
lack initiative or spontaneity. Discussion 
of personal feeling is avoided. Verbal con- 
tact is at a minimum and they may hold 
to periods of silence or inactivity. One may 
gain an impression of an emotional defect 
because of the unresponsiveness and the 
child’s inability to communicate. 


Case 4.—Girl, age 10 years. She doesn’t feel 
very good about herself, therefore, she should 
change her habits. She says that she tears her 
clothes. “I don’t say I am mad, I just do it.” 
I say, “Tearing your clothes is the way you 
tell people you are angry.” She says, “That's 
the way I do it; I don’t say it. I keep what I 
feel right inside.” She says, “I only think it 
inside ; I don’t seem to say it.” I say, “That 
sounds different from tearing clothes, that 
sounds like trouble in really getting some of 
these feelings out.” She continues, “I guess 
that’s my part. I talk back in one way—some- 
times it’s like talking back. Mommy says to do 
something, I don’t say I won't. I do in some 
way say I won't. She'll say there were 14 girls, 
I'll say there were 12. Then she'll think it over 
and say there were 12, and I'll keep on saying 
there were 14. I'll say I want it that way. I 
think I’m right and I get mad.” 


The passive apprehensive group is easy 
to recognize. The fear or apprehension is 
evident to the patient and to others. The 
child is reluctant to express antagonism 
and to act spontaneously or demonstrate 
initiative. He expresses his apprehension 
readily and openly. He differs from the 
passively controlling in that he conforms 
and follows directions. He is not an effec- 
tive influence in the group, and usually 
prefers younger associates. 

The passively apprehensive child is dis- 
tinguished from the passively controlling 


child most readily because of his evident 
emotional distress. His fear is diffuse and 
easily discerned by the therapist. He ap- 
pears helpless and cries easily when chal- 
lenged. He may be aware of his fear and 
unable to act decisively. He asks for direc- 
tion from the therapist, but his response 
is passive and uncertain. 


Case 5.—Boy, age 8 years. Then he turns to 
me and says, “They haven't gone yet. If they 
have, I don’t know what I'll do. I'll be scared.” 
I say, “Maybe you feel scared just being here.” 
He asks me if I know the way to his home. I 
say that I think he will get home all right. He 
says he’s not going to stay here. “When am I 
going down ?” Then he cries and says, “I'm 
going downstairs.” I ask him why he has come 
—that children usually come here to get some- 
thing done. He says, “I’m not going to do any- 
thing. I feel like crying.” He starts to cry and 
says he wants to go home. 


The categories are useful in communica- 
tion among clinical staff members. In col- 
laborative work, with a number of profes- 
sional workers involved in the efforts to 
help the child, unity of effort is important. 
The categories offer a ready means of stat- 
ing certain features of a child’s reaction 
pattern in a more organized manner than 
listing of symptomatic behavior, and in a 
manner not yet committed to an assumption 
or speculation about the psychodynamic 
organization of the child. The emphasis is 
directed away from the behavioral symp- 
toms to the nature of the child’s efforts 
to react to his emotions. 

The categories are also helpful in defin- 
ing with the parents the nature of the child’s 
difficulty. Effective work with a parent 
calls for some accord between the psychia- 
trist or clinical team and the parent in the 
formulation of the child’s problems. This 
must be reached in terms which are com- 
prehensible and meaningful to the parent, 
and which center attention on the emo- 
tional aspects of the difficulty (e.g. the 
child’s fear, and his efforts to handle it) 
rather than the troublesome behavior itself. 

An openly antagonistic child can be seen 
as one attempting to act in the face of fear, 
rather than as primarily hostile or antagon- 
istic to his parents, his friends, his teachers, 
etc. The emphasis is on his underlying 
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apprehensiveness and uncertainty, rather 
than his overtly aggressive behavior, which 
may indeed be reinforced when one reacts 
to it in kind. The controlling child can be 
seen as protecting himself rather than being 
determined to direct and compel the affairs 
of those with whom he associates. Such an 
early declaration of the psychological as- 
pects of the child’s behavior enables a 
more constructive initial approach to the 
understanding of the child, and does not 
preclude an altered or more thorough 
understanding of the child’s motives and 
patterned reactions, as work progresses. 

If the patterns outlined in the categories 
can be recognized by other workers, they 
would be valuable in statistical or research 
studies. At this point, their chief value will 
be as a stimulus towards the delineation of 
groupings, which are applicable in child- 
hood. We have a long road to travel to 
arrive at a useful classification of childhood 
disorders. Many of the suggestions that 
will be proposed will be discarded, but 
we cannot longer delay efforts to find 
nosological groupings which incorporate 
the features of the common disorders of 
childhood. Especially in the situational 
reactions, psychoneuroses, personality and 
character disorders, a refinement of clas- 
sification is needed with the aim of reach- 
ing groupings which have a common 
acceptance throughout the children’s field. 
The task will not be accomplished by either 
a single or isolated group of workers. At 
this point, suggestions for new approaches 
should be encouraged, as well as critically 
examined. 

The delineation of a syndrome, in which 
certain psychological features are empha- 
sized, may lead to the recognition of a 
characteristic developmental or life history. 
This is illustrated in the manner in which 
we have developed an increasing under- 
standing of the group of children desig- 
nated as having circumscribed interest pat- 
terns(1). 

These children were seen initially as a 
group who had done well in treatment and 
who demonstrated withdrawal of a lesser 
degree than was encountered in early in- 
fantile autism, but who had restricted 
favored interests or activities. They were 


not psychotic and the benignancy of the 
condition was indicated by the relative 
absence of bizarreness and the usefulness 
or comprehensiveness of the circumscribed 
interests or activities. 

We recognized shortly that all of such 
children fell within the category of the 
actively superficial. Indeed, it was the 
superficial aloofness which initially con- 
cerned the parents. The aloofness was evi- 
dent in the pre-school years when the 
child had his earliest opportunities for 


. group experience. 


With the development of the special in- 
terests, parents were encouraged, and 
hoped that the children were becoming in- 
volved in the activities of those about them. 
The superficiality or partial withdrawal was 
maintained. The children socialized to a 
limited degree. Teachers were troubled 
about the children when they failed to par- 
ticipate in classroom activities. It was 
usually through discussions with teachers 
(school and Sabbath school) and recrea- 
tional leaders that the parents developed a 
second period of concern about the child. 
Referrals were accordingly made between 
the ages of 8 to 12 years with surprisingly 
few referrals at earlier ages. 

A recognition of these features of the 
child’s psychological make-up and develop- 
ment led to the observation that many of 
the parents had themselves a superficial or 
aloof quality. The nature of the child's 
interests seldom followed those of the 
parents. Perhaps a reluctance for emotional 
involvement was necessary to enable an 
evident social deviation in a child to con- 
tinue over a number of years. In any event, 
it has become evident that work with most 
of the parents of such children calls for a 
real measure of certainty and direction in 
the early stages. 

We do not know that each of the cate- 
gories described predisposes toward a cer- 
tain type of developmental life history. If 
this were so, the categories would indeed 
be useful, if empirical, groupings. We are 
suggesting that a search for syndromal 
groupings of psychological and behavioral 
characteristics may be one of the steps 
which will lead to a useful classification of 
childhood disorders. 
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CoNCLUSIONS 


1. Five descriptive categories of behav- 
ior in childhood have been outlined. 

2. These categories have proven useful 
in intra-staff communication, and in the 
organization of work with parents. 

3. These or other groupings of symptoms 
or behavioral features may lead to the 


recognition of clinical conditions, which can 
achieve general recognition or acceptance 
leading toward a practical classification of 
childhood disorders. 
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RESULTS OF MENTAL HOSPITAL TREATMENT OF 
TROUBLED YOUTH * 


DONALD M. HAMILTON, M.D., ROBERT A. McKINLEY, M.D., 


HARRY H. MOORHEAD, M.D., 


In the study and treatment of troubled 
youth who have come to the attention of 
society and its service agencies during the 
years since World War II, we have selected 
to review the life histories of 100 young 
males between the ages of 14 and 19 ad- 
mitted to The New York Hospital, West- 
chester Division over a period of 10 years. 
They represent the consecutive admissions 
of this age group from 1946 to 1956. The 
hospital has been called upon to share the 
responsibility of studying, treating and at- 
tempting to restore these young people to 
a productive and satisfying place in life. 
Their difficulties have grown more severe as 
time goes by and the schools and courts 
have been most cooperative in the arrange- 
ments for admission and the treatment and 
rehabilitation of these young people. This 
is the first of many studies by the entire 
medical staff and personnel of the hospital. 
The aim of this research is to acquire an in- 
creased understanding of the problem as it 
relates to the individual patient, his family, 
the home, schools, and social environments 
to which he is restored. Through this under- 
standing, improved methods of management 
and treatment are being developed. 

The average age of this group at the time 
of admission was 17. Most of them came 
from small family units : 19 were only chil- 
dren, 30 had only one other sibling. Sixty- 
three or almost two-thirds were first male 
children in the family. The pressure to suc- 
ceed was extraordinary and a source of 
paralyzing anxiety to many. The families 
were generally well-to-do with better than 
average educational and cultural opportuni- 
ties. There were 50 Protestants, 28 Jewish, 
and 22 Roman Catholics. There were 54 
who showed psychotic reactions in the 
family history. Twenty-five had parents who 
were hospitalized for psychoses. These pa- 


1 Read at the 116th annual meeting of The Ameri- 
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2 From the clinical services of the New York Hos- 
pital, Westchester Division, White Plains, N. Y. 
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tients were impressed by the disturbance 
created in the home and by the separation 
from the parent. There were only 10 from 
homes broken by divorce, separation, or 
death of one of the parents, but over 90% 
showed a lack of harmony between the 
parents. The father frequently failed to set 
a healthy example for identification and in 
exerting firm leadership. Fathers being 
away in military service during the infancy 
and early childhood was most traumatic. 
While the father was away the mother com- 
monly went to live with her parents and the 
early home environment was predominantly 
female. Upon returning from war service 
where masculine virtues were emphasized, 
the fathers often gained the impression that 
their sons were spoiled and effeminate. 
They tended to enforce a Spartan discipline, 
sometimes of a cruel nature. Such fathers 
had not developed any real relationship 
with their sons. Many commented that they 
had never felt close to their child; some 
even doubted the child’s paternity. Patients 
growing up in this situation felt rejected 
and reacted with a variety of psychopatho- 
logical patterns depending on their tem- 
perament. Feminine identification with ex- 
aggerated passive dependent needs was a 
frequent finding. Upon reaching adoles- 
cence this was the source of great conflict. 
Hostile, rebellious, and even delinquent be- 
havior was often displayed in an attempt to 
compensate for doubts concerning their 
masculinity. 

Of significant importance was a type of 
mother who was immature, indulgent and 
even seductive in her attitude toward the 
patient. This was manifested in two-thirds 
of the mothers by prolonging infantile de- 
pendence and by too much fondling. Some 
mothers undressed and bathed before their 
adolescent sons ; others permitted their sons 
to sleep with them. These mothers and sons 
were often conscious of the sexual excite- 
ment induced. The psychotic symptoms pre- 
cipitating the hospitalization of many pa- 
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tients were alternating periods of hostility 
and erotic advances towards the mothers. 
Five of these mothers, conscious of their 
own incestuous feelings, became psychotic 
and required hospital treatment. 

Infancy and early childhood were com- 
monly marked by serious physical difficul- 
ties including birth injuries, repeated upper 
respiratory infections, allergies, feeding 
problems and operations. These appeared 
to interfere with normal physical growth 
and to retard the development of normal 
healthy relationships with members of the 
family and playmates. Over 75% were shy, 
isolated, poorly coordinated and lacking in 
strong spontaneous feelings. The group as 
a whole found it difficult to invest interest 
in their surroundings, school work and 
group activities. 

Although their school work was average 
in 75%, they were not up to the family stand- 
ard and felt inferior to other members of 
the family and classmates. One third of the 
group had Intelligence Quotients ranging 
between 90 and 100 while parents and sib- 
lings were within the superior intellectual 
range. Discouragement at their relatively 
unsuccessful school work was associated 
with a lack of application, falling behind, 
and dislike for school. Twenty-five per cent 
were above average and were compulsive 
and perfectionistic about their school work. 
The latter did better in responding to hos- 
pital treatment and a greater proportion of 
these patients recovered. 

There was noticeable unevenness in per- 
sonality development. Being isolated, they 
did not feel secure in the family group or 
at school. Over-compensation in preoccupa- 
tion with unhealthy and impractical intel- 
lectual activities along with philosophical, 
religious and mystical ruminations was com- 
mon. Many became absorbed in solitary 
hobbies. Failure in emotional maturing and 
socialization led to increased withdrawal 
and a tendency to act out aggressively 
against parents, teachers and less commonly 
playmates. 

The following case illustrates these 
points : 


John, whose mother became psychotic after 
his admission and required hospitalization, was 
born while his father was in the armed services. 
He had been a quiet, beautiful infant and child, 


closely attached to his mother. He enjoyed 
combing his mother’s hair well into his teens 
and spent hours shopping for “just the right 
present” for his mother or his aunts. The father 
declared he had never felt close to, or under- 
stood, his son and favored an older sister born 
several years before the father went into the 
armed services. In an attempt to make a man 
of his son he enforced a rigid discipline and 
wanted to send John to a military school. The 
mother thwarted this move. At adolescence 
John suddenly became rebellious to all author- 
ity, played “hookey” and was suspended from 
school on several occasions because of his un- 
disciplined behavior. He joined a gang at 14 
and was involved in petty thieving. He adopted 
the coarse manners, speech, and accent of the 
so-called “hood” group in his community. 
When he assaulted his mother and threatened 
his father with a knife when the latter inter- 
vened, he was hospitalized. In spite of his 
“tough” manner he spent much time preening 
his hair and admiring himself in the mirror. 


The average duration of difficulties of 
patients prior to admission was 2% years. 
The stress of adolescence was an important 
precipitating factor. At this time there was 
a strong drive to be independent. They 
were unable to feel close to anyone and 
were preoccupied with sexual matters. The 
illness was precipitated by attempting to 
adjust to the first year of preparatory school 
or college in 30 patients. In 10 the illness 
was closely associated with serious sickness 
of one of the parents. The first sign of ab- 
normal behavior followed severe virus in- 
fections or operations in 15. Ten were dis- 
turbed by a move to a new environment to 
which one or both parents also were react- 
ing with signs of stress. One-third worried 
that others believed them to be homosexual 
or feared that they could not control homo- 
sexual tendencies in themselves. In their 
state of insecurity 40 became involved in 
stealing from their families and in minor pil- 
fering in their neighborhood in an attempt 
to gain a sense of status or to “rent” friends 
as one so aptly declared. Only 10 had come 
to the attention of the law and in all these 
there was close cooperation with the courts 
and probation officers. 

All were admitted on voluntary status, on 
their own signature or as voluntary minors 
on the application of one of the parents. 
The mental picture was largely that of 
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adolescent turmoil. Eighty-one were diag- 
nosed as schizophrenia, 66 as catatonic, 8 
simple, 6 paranoid, and 1 as hebephrenic 
type. Ten were diagnosed as psychopathic 
personality with asocial trends, and these 
differed from the schizophrenics in their im- 
pulsive acting out. They were more aggres- 
sive and straightforward in their acts of 
stealing and aggression, whereas those di- 
agnosed as schizophrenia showed more 
fumbling and disorganized forms of stealing 
or impulsive actions. Depressive and sui- 
cidal trends were encountered in 35, usually 
associated with ideas of guilt and preoc- 
cupation with a sickly religiosity closely re- 
lated to concerns over masturbation, homo- 
sexuality, sadistic heterosexual fantasies, or 
fears of losing control. 

The schizophrenic reactions were always 
associated with trends involving projection 
of homosexuality and delusional thinking. 
The psychological tests such as Rorschach 
and other projective tests confirmed the 
clinical observations and evaluations. Eight 
were diagnosed as manic-depressive reac- 
tions and one as psychoneurotic. 

Physically the group was interesting. 
Mention has been made of physical diffi- 
culties in infancy and childhood and how 
these factors resulted in the development of 
a weak ego structure, manifesting itself in 
poor interpersonal relations, little spon- 
taneous interest in the environment, and a 
lack of commitment to work and play. At 
the time of admission 50% were poorly co- 
ordinated and awkward. Thirty showed 
some form of allergy, and 25 were under- 
nourished. Of interest was the occurrence 
of myopia in one-half of the patients, and 
an equal number had acne, dilated pupils 
and vasomotor symptoms such as cold, 
clammy hands, and excessive and odorous 
perspiration associated with exertion. Only 
9 showed abnormal EEG tracings and these 
were not associated with any particular 
diagnostic grouping. Two were so abnormal 
with clinical findings suggesting epileptic 
equivalents that anti-convulsant medication 
was administered and proved helpful. 

A general disheveled appearance and the 
tendency to be non-cooperative in manners, 
clothes, style of hair cut were characteristic. 
Many of them had long hair which they 
handled and combed, frequently preening 


before mirrors and openly admiring them- 
selves in a vain and effeminate way. At first 
they resented the structured environment 
where proper clothes and hair cuts were in- 
sisted upon. In their turbulent and rebel- 
lious desire to be independent they resisted 
the program of socialization, good manners 
and group participation in all activities. The 
physicians gained their confidence through 
firm support, psychotherapeutic efforts and 
consistent insistence upon keeping up to all 
expected of them in a hospital setting. 
Women nurses won their respect and cre- 
ated a homelike environment. This has been 
observed in all hospitals where women 
nurses have gradually replaced male nurses 
and attendants, although among acutely 
disturbed patients the mature male nurse 
plays an important and necessary role. The 
relationship developed with male members 
of the physical education and occupational 
therapy departments afforded opportunities 
for healthy male identifications. As this 
identification proceeded, there was a not- 
able decrease in acting out behavior. 

The following is an illustrative example : 


John, referred to above, tended to disrupt 
occupational therapy classes by his rebellious 
and distracting behavior when supervised by 
a female therapist. However, he worked pro- 
ductively in printing and the wood shop under 
consistent and firm male guidance. At physical 
education he tried to hide his fears of any 
body contact sports and his general ineptness 
at athletics by standing on the sidelines mak- 
ing belittling remarks. A younger male phys- 
ical education instructor gradually gained a 
relationship with him and encouraged him to 
develop his chest and upper arm muscles in 
individual exercises involving the rowing ma- 
chine, chest weights and the punching bag. He 
was gradually introduced to ping pong, bowl- 
ing, and finally group sports such as volley ball 
and soft ball. He eventually became the catcher 
on the soft ball team. Coincident with these 
accomplishments and interests was the gradual 
development of an improved and healthy re- 
lationship with his father. 


In addition to skill in athletics, greater 
emphasis was placed on learning to enjoy 
group activity with consideration for others 
and achieving a feeling of belonging and 
being wanted as a member of the group. 
Most of these young men are afraid of the 
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role that must be assumed at social dances 
and some time is required to reach the point 
of full enjoyment of these functions. The 
same is true of group singing, card parties 
and other social gatherings of mixed groups. 
In occupational therapy great patience is 
required to assist them to achieve satis- 
faction in constructive activity. The same 
is true in the music and library departments. 
Many of the patient’s reactions on the halls 
and in the various program therapy depart- 
ments become topics for discussion in the 
psychotherapeutic interviews. In psycho- 
therapy the interview method is employed 
with emphasis on dynamic and interpreta- 
tive psychiatry. On the basis of a good 
relationship with his physician the patient 
is able to review his own personality de- 
velopment and learn better ways of manag- 
ing in all spheres of his life. 

About two-thirds of parents needed psy- 
chiatric help. Many on their first contact 
with the hospital appeared demoralized. At 
the time of admission they were anxious, 
sleepless, and overwhelmed by feelings of 
guilt over being the cause of their son’s 
problems. They typically alternated be- 
tween sobbing helplessness and loud and 
hostile berating of the patient for being 
vicious and ungrateful. Most parents were 
uneasy in their early relationship with the 
psychiatrist, misinterpreting questions in- 
volved in history taking as indications they 
were being accused of causing the patient’s 
illness. Parents tended to blame each other 
for the patient’s illness, bickered at home, 
before staff members, and on occasions 
even in front of the patient when visiting. 
All of them were given ample time by the 
physicians of the hospital and some were 
referred to psychiatrists in private practice 
when this was indicated. The Social Service 
Department was of inestimable value in 
working with parents. Efforts were directed 
particularly towards engaging the fathers in 
the understanding and rehabilitation of the 
patient. 

Much of the acting out and delinquent 
behavior as well as the exaggerated hetero- 
sexual and homosexual concerns noted 
among this group were directly related to 
their difficulty in achieving male identifica- 
tions. The situation was often further com- 
plicated by the hostile and rejecting at- 


titudes of fathers. Fathers were coached as 
to appropriate and supporting responses to 
the patients’ symptoms on the background 
of greater understanding of the meaning of 
these reactions. Fathers were encouraged 
to visit their sons without the mother’s being 
present. During the convalescent phase of 
treatment, visits to sports events, fishing, 
hunting, vacation trips with the father as 
well as working together on projects of 
mutual interest were most helpful in the 
rehabilitation of patients. 

Visits of mothers, particularly during the 
early period of hospitalization, were fre- 
quently limited as they tended to reactivate 
passive and dependent needs in the patient 
to which he responded by increased tension 
and an exaggeration of symptoms. At this 
time in spite of careful discussion and pre- 
paration, mothers often reacted to the psy- 
chiatrist as though he were intimating they 
were the cause of the patient’s illness. 
Mothers felt freer talking to the social 
worker in a woman-to-woman relationship 
and could more easily ventilate their con- 
cerns with benefit. Reactive depressive re- 
actions were not uncommon among mothers 
and were occasionally seen among fathers 
during the early period of hospitalization. 
Some parents required referral to a psy- 
chiatrist in their home area although most 
all such reactions responded well to regular 
visits with the hospital psychiatrist and 
social worker. Five mothers reacted with 
acute psychoses requiring short periods of 
treatment in a psychiatric hospital some 
time during their sons’ hospitalizations. 
Each of these 5 mothers had openly dis- 
played incestuous feelings towards their 
sons by such actions as the following : one 
mother exposed her genitals to the son on 
the excuse of showing him a bruise on the 
thigh ; a second lay on top of the son in his 
bed while treating his facial acne; three 
others slept with the adolescent son. All 
these mothers were well aware of their 
incestuous strivings. 

The outlook of the patient seemed defi- 
nitely related to the teachability of the 
parents by the psychiatrist and social work- 
ers. Even among those patients who were 
unimproved, the parents frequently com- 
mented upon the better relationship with 
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their other children and the improved at- 
mosphere of the home as a result of what 
they had learned. 

In order to relieve suicidal trends and 
exhaustive states of excitement with poor 
appetite and sleep, 40 of the patients re- 
ceived ECT in addition to psychotherapy 
and program therapy. Insulin was used in 
sub-shock doses in 24 and tranquilizers 
were used in 15. 

As the patients improved, they were 
moved to more free and open parts of the 
hospital when they could visit at home and 
commute to school or work. This transitional 
period of resuming community activities 
secured the rehabilitation. Therapeutic con- 
tact with patients and their relatives for 
prolonged periods after leaving the hospital 
was most helpful. The average hospital 
residence for the group was nine months. 

Results of treatment revealed that 68 were 
definitely benefited by treatment, and at 
home, 35 of whom were considered re- 
covered, 20 much improved and 13 im- 
proved. Twenty-eight were unimproved. 
One died of severe diabetes and exhausting 
excitement shortly after admission. Three 
patients died some time after leaving the 
hospital, two who left against advice by 
suicide and one who had been considered 
recovered was killed in an automobile ac- 
cident. 

The following illustrative cases are pre- 
sented : 


Case 1: A 19-year-old Jewish male was ad- 
mitted to the New York Hospital, Westchester 
Division on January 4, 1950 on voluntary minor 
status. For the previous two years the patient 
was showing increasing dependence on mari- 
juana and alcohol, together with deteriorating 
social relationships. The heredity was free of 
mental illness. However, the father was an 
aggressive business man but anxious and in- 
effectual in the home. He suffered from bron- 
chial asthma and had been under psycho- 
therapy. The mother was the dominant figure, 
aggressive and masculine in manner. The pa- 
tient was the first of two, left-handed and 
withdrawn as a child. The parents tended to 
be over-solicitous and over-protective. In school 
he did well scholastically but poorly socially. 
He had a number of athletic interests which 
he worked at diligently and realized con- 
siderable success. On leaving home and enter- 
ing preparatory school, he was introduced to 


alcohol and marijuana which resulted from 
strong identification with an anti-social and 
Bohemian group. It was during this period that 
he formed a close relationship with one of his 
contemporaries in which there was mutual 
masturbation associated with a fantasy of 
women with “penises.” At the time of admis- 
sion he was withdrawn, tense and expressed 
sensations of having a “vagina” and a “bleed- 
ing” laceration of the left hand. There were 
homosexual concerns and great ambivalence 
towards his mother. The patient had consider- 
able intellectual insight and his attitude in 
regard to hospitalization was good in that he 
recognized he had problems and wanted help. 
Physical status was excellent. The patient re- 
mained 6 months in the hospital showing 
gradual and marked improvement. There was 
increasing facility and ease in his interpersonal 
relationships. His family was cooperative and 
received help in gaining understanding of the 
patient’s needs and as a result there was an 
improvement in his relationship with his father. 
He developed numerous healthy male iden- 
tifications within the hospital setting. On leav- 
ing the hospital the patient returned to college 
and the 10-year follow-up communication with 
the family revealed that he had made a com- 
plete recovery and was leading a successful life. 

Case 2: A 19-year-old male was admitted 
to The New York Hospital, Westchester Di- 
vision on September 1, 1950 with a long history 
of bizarre and impulsive behavior. The patient 
came from German Jewish and English Protes- 
tant stock. In the paternal line there was a 
suicide and numerous instances of psychoses. 
The father was a circular manic-depressive and 
institutionalized during the patient’s formative 
years. The mother, an aggressive and capable 
person, made every effort to give the patient an 
adequate opportunity for a healthy adjustment. 
He was an only child who, during childhood 
and the latency period, was neurotic, with- 
drawn and over-weight. In school and socially 
he was poorly adjusted. During adolescence 
he was increasingly sluggish, awkward, inade- 
quate and persisted in a strong attachment to 
his mother. He was in his first year of college 
at the time of his hospitalization, having pre- 
viously received many months of psychother- 
apy. Prior to his admission he became increas- 
ingly inadequate socially and his behavior was 
marked by withdrawal and outbursts of excite- 
ment and hostility directed towards the mother. 
At the time of admission he was vague, cir- 
cumstantial, delusional and hallucinated. He 
believed that his mother was keeping his 
father from him. Physically he was obese with 
poor coordination. In the hospital he became 
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increasingly disorganized in his thinking and 
behavior with periods of excited and impulsive 
activity. Electro-shock therapy did not reverse 
the process nor did it aid him in utilizing the 
therapeutic environment. After 13 months of 
hospitalization he was transferred to a state 
hospital as unimproved. The 10-year follow-up 
revealed that he had continued hospitalized 
with further deterioration. 


SUMMARY 


The life histories of 100 young males 
between the ages of 14 and 19, admitted to 
The New York Hospital, Westchester Di- 
vision from 1946 to 1956, were reviewed, 
with the following findings : 

1. The stress of adolescence was an im- 
portant precipitating factor on a background 
of inadequate personality adjustment dating 
back many years. 

2. Acting out behavior included stealing, 
aggressive rebellion against authority, and 
assaultiveness particularly towards mothers. 
This behavior was common in both the 
schizophrenic and psychopathic groups 
which made up nine-tenths of the patients. 

3. Treatment emphasized the importance 
of dynamic psychotherapy, as well as a well- 
rounded program directed towards group 
participation and socialization. 

4. Important in treating was to pro- 
vide experiences to enhance the develop- 
ment of strong male identification. 

5. Successful outcome of treatment was 
related to the teachability of the parents. 

6. The results of treatment were given. 
Two-thirds of the patients were benefited 
and at home. 


DISCUSSION 
Rosert S. Garser, M.D. (Belle Mead, 
N. J.).-The paper is intriguing and in- 
formative, but the content does not fit the 


title since it is not about the treatment of 
troubled youth, but rather the treatment of 
psychotic youth, as actually demonstrated in 
89 out of the 100 cases. It would be extreme- 
ly interesting to know how the recovery 
rate reported (i.e., 33 out of the 100 cases 
were not improved ), compares with the re- 
covery rate for adults or children of other 
age groups, and especially, since this group 
comes from a favorable socio-economic 
milieu and has good intellectual endow- 
ment. It is reported that school work was 
average in 75%; however, the school work 
of delinquent youths never attains 75% 
average in any group. 

The important fact in this paper is that 
much of the illness seems related to separa- 
tion from parents, both physically, that is, 
in going off to school, and emotionally, that 
is, in the phase of adolescence ; and that 
the youths were most helped when their 
families were simultaneously provided treat- 
ment in resolving their own problems as 
well as in their problems of relationship 
with their children. This raises a basic 
question of prevention. The histories de- 
scribed are full of signs and portents of a 
precarious balance in adjustment for most 
of their lives. 

Physical illness, neurological implications, 
accidents, personality problems, difficulty 
in relationships are all present. Actually, 
the paper points out the need for earlier 
detection and treatment, at a period in 
childhood when the parental role in the ill- 
ness is both clearer and more easily re- 
versed, when both parents and child are 
more accessible, rather than in adolescence. 

Finally, in general, the paper reads like 
a good program, although not designed to 
treat those youths who are actually coming 
into conflict with society. 
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This is a report of early experiences with 
a project to organize within the Hudson 
River State Hospital a comprehensive and 
integrated treatment service for the men- 
tally ill in a defined population under a 
research design to evaluate results. 

There has been set up within the hospital 
structure a sub-hospital—a largely complete 
and autonomous service unit—specifically 
serving Dutchess County, New York. This 
unit provides a broad range of treatment 
services which include pre-care ; day hos- 
pital, night hospital and inpatient care 
(both acute and long term) ; rehabilitation 
services ; and aftercare. 


RATIONALE 


The rationale of this project is as follows : 

Our culture is burdened with an enor- 
mous load of disability associated with psy- 
chotic illnesses. Our present methods are 
not very effective in preventing or curing 
the illnesses, but we do now have the tools 
to attack the associated disability. We can 
relieve much of the disability which has al- 
ready occurred ; we can prevent its future 
occurrence and minimize its extent. 

Our tools for preventing and reversing 
disability are much better than our organ- 
izational structure for bringing the tools to 
bear upon those that need help. Nowhere in 
the United States has any population been 
given comprehensive service which uses all 
the tools that we now have. 

We have a tradition in our society of 
almost automatically hospitalizing persons 
with psychoses ; also a tradition and current 
practice of not using community psychiatric 
facilities for the seriously ill. It sometimes 
appears that the richer a community is in its 
health, welfare and psychiatric facilities— 


1 Read at the 116th annual meeting of the Ameri- 
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2Senior Director and Supervising Psychiatrist, 
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as in large metropolitan centers—the more 
difficult it is to bring these to bear to help 
the seriously ill person. 

Hospitalization as such is among the 
causes of disability. This is especially true 
of the traditional, highly security-conscious 
hospital. 

Even where we have a great wealth of 
services available and a willingness to use 
them, it is often difficult to get flexible con- 
tinuity of care for the individual patient 
because the services are so independent of 
each other. This happens even in a single 
large organization; when it becomes as 
large as the Hudson River State Hospital it 
almost inevitably develops specialistic com- 
partmentation, so that patient care tends to 
become fragmented. 

The major hypothesis to be tested in this 
pilot program is that chronic hospitalization 
and disability can be reduced by supplying 
the population with a comprehensive psy- 
chiatric service based upon a small, com- 
munity-oriented, open public mental hos- 
pital so organized that there is maximum 
continuity of care over both inpatient and 
outpatient phases of treatment. 


LOCALE 


The population served by the project re- 
sides in Dutchess County, one of the 8 
counties served by the Hudson River State 
Hospital. It is a mixed urban-suburban and 
rural area of about 170,000 people. They 
are relatively well disposed toward their 
state hospital and have responded well to 
such innovations as the open ward system. 
They make liberal use of the hospital and 
for several years Dutchess County has had 


_ the highest admission rate of all the coun- 


ties in the state, the annual rate being 
nearly 300 per 100,000 of population. 

With the help of state aid the county sup- 
ports an all-purpose psychiatric clinic. This 
gets more referrals for emotional and ad- 
justment problems than it can handle, and 
tends to refer the more seriously ill to the 
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state hospital. There are no psychiatric beds 
or outpatient clinics in any of the general 
hospitals in the county. There are a few 
psychiatrists in private practice. 

The Hudson River State Hospital is on 
the outskirts of the city of Poughkeepsie, 
the largest center of population in the 
county. Most of the county’s residents are 
within half-an-hour’s drive from the hos- 
pital. The hospital’s patient population of 
5,400 is housed in a large number of build- 
ings spread over 1,000 acres. 

The parent hospital is organized in the 
traditional American pattern with special- 
ized wards and buildings for specialized 
functions. There is one central reception 
service into which all new admissions come, 
and specialized buildings for the infirm, the 
regressed, the disturbed, and diabetics or 
others needing special diets. 

The staffing pattern is standard for New 
York State, with the reception service at 
APA standards and the continued treat- 
ment services somewhat below APA levels. 
There is active treatment and rehabilitation 
in most of the hospital and over 90% of the 
patients are on open wards. 

There is an aftercare program which 
uses traveling clinics and also field social 
workers. Social work positions are allocated 
in accordance with the number of patients 
in extramural care which presently number 
about 900. 

The presence of a day hospital as part 
of the state hospital is an almost unique 
asset, being one of two pilot projects set 
up by the Department of Mental Hygiene 
4 years ago. It receives most of its referrals 
from the community and has won excellent 
community acceptance. 


PROJECT 

The “Dutchess County Unit” has been 
established in two small buildings, with a 
combined bed capacity of 550, which are 
contiguous to each other and to the medical- 
surgical-reception building which also 
houses the day hospital. Over a period of 
several] weeks in the fall of 1959, Dutchess 
County patients from the continued treat- 
ment services were moved into these build- 
ings while non-Dutchess County residents 
were moved out. About 85% of all Dutchess 
County patients have been assembled in 


this unit, and it is expected that the unit 
will eventually care for virtually every 
patient from the county. 

Since January 12, 1960, all Dutchess 
County admissions have been admitted di- 
rectly to the unit. The reception service 
patients from the county had been moved 
in a few days before, together with profes- 
sional staff, stenographers, files, etc. Since 
then the unit has been in operation as a 
virtually complete and self-contained small 
hospital with its own reception and inten- 
sive treatment service, a full range of long- 
stay patients, including the infirm and the 
regressed, and its own aftercare service. 
Close working relationships have been 
established between inpatient, day hospital 
and aftercare functions with free referral 
between them. The only Dutchess County 
patients deliberately excluded from the unit 
are the tubercular and those with acute 
medical or surgical conditions. Patients in 
the unit needing specialized services go 
across the street to the medical-surgical 
building for x-rays, physiotherapy, dental 
work, etc., to avoid unnecessary duplication 
of facilities. 

The entire unit is “open” with all wards 
unlocked during the day. The unit has been 
staffed for carrying out standard functions 
with standard numbers of personnel. Physi- 
cians, social workers, a psychologist, nurses 
and aides, have been allocated as equitably 
as possible on the basis of the unit’s patient 
load and rates of admission. Every effort has 
been made to avoid especially favoring the 
unit in number or quality of staff. 

What has been described up to this point 
is simply a new method of organizing and 
administering present services with nothing 
particularly new in the services themselves. 
The one new function which is in process 
of being added is “pre-care.” This we con- 
ceive as an emergency psychiatric consulta- 
tion service to the community. Those who 
commonly initiate moves toward hospital 
admission, such as physicians and police, 
are being encouraged to first give us a call 
when they have a patient for whom admis- 
sion is contemplated. We will send a con- 
sultant to the home, if necessary, or see 
the patient in the office. We believe that this 
procedure can often give better service to 
the patient without hospitalization, by 
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recommending certain treatment measures 
to the family physician, by referral to a 
psychiatrist or clinic, by placement in a 
nursing home, or by admission for day or 
night hospital treatment. It is also expected 
that those patients who are admitted for 
full-time hospital care will, through this 
advance medical contact, have a healthier 
relationship with the staff and make greater 
use of voluntary admission procedures. 

The provision of this new pre-care service 
will require additional staff and the crea- 
tion of the new positions has been made 
possible by a grant from the Milbank 
Memorial Fund. 

At this point it should be emphasized 
that the entire Dutchess County Service is 
for the mentally ill for whom hospitalization 
appears to be in the immediate offing. This 
distinction is necessary both to keep the 
unit from being inundated with less serious 
problems, as well as to define our role as 
not competitive with the outpatient clinic 
or with psychiatrists in private practice. 

The success of any such venture into com- 
munity-based psychiatry is in large measure 
dependent upon community understanding 
and involvement. Beginning with the earli- 
est planning stages a year before the open- 
ing, conferences were held with various 
community leaders. There have been many 
conversations with individuals and groups, 
and several open meetings to clarify issues. 
Especially helpful cooperation has been 
given by the county’s Community Mental 
Health Board, and by an ad hoc committee 
of the County Medical Society set up to 
study the plan. 


It is assumed that this new organization 
of psychiatric care is better than that we 
now have. We are sure that staff, patients, 
relatives and community agencies prefer it ; 
no research is needed to tell us that. 

We also believe that patients will become 
permanently hospitalized less often, will de- 
teriorate less frequently and severely, and 
will maintain their social functioning at a 
higher level. To know whether or not the 
new program will produce these changes 
requires systematic data-gathering and 
analysis. 

As far as we have been able to determine, 


no system or organization of psychiatric 
services has been sufficiently well studied 
for us to be confident that it benefits 
patients more than another system. It is our 
intent to try to answer this question. Re- 
sponsibility for these studies is assumed by 
the technical staff of the Milbank Memorial 
Fund. This staff has re-formulated the state- 
ments about the ways in which the course 
of psychotic illnesses may be improved by 
the new unit as follows. 

Hypotheses to be tested : 

1. That there will be fewer instances of 
long-stay hospitalization for psychosis than 
there would have been without the unit. 

2. That episodes of psychotic decompen- 
sation in chronic psychoses will be less 
severe, and will be less frequently asso- 
ciated with deterioration and social dis- 
ability. 

3. That more Dutchess County residents 
who were on long-stay services in the hos- 
pital in October 1959 will be rehabilitated 
to the extent of being able to leave the 
hospital. 

4. That even those who were long-stay 
patients and who do not leave the hospital 
will come to function at a higher level and 
be less deteriorated than if the unit had not 
been established. 

These 4 hypotheses are in process of 
being tested. We are trying to think out 
logically and systematically what evidence 
is needed to test each of them. There are not 
a ready-made investigative tools avail- 
able. 

Because space does not permit detailed 
description of the entire research design, 
we will illustrate only the approach to the 
first hypothesis. It is necessary to specify 
both what is meant by “long-stay” hospital- 
ization and the measurements of its occur- 
rence, so that we can determine whether 
or not it is becoming less common. The 
specified measure of “long-stay” hospitaliza- 
tion is continuous hospitalization for a num- 
ber of months. Leaving the hospital on con- 
valescent status is regarded as leaving the 
hospital and not as staying in the hospital. 
It is not clear how many months of con- 
tinuous hospitalization should be regarded 
as “long”; it may lie somewhere between 
4 and 20. It is well known that the fre- 
quency of shorter periods of hospitalization 
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does not determine the frequency of long- 
term hospitalizations ; the number of such 
short-term admissions and readmissions may 
even rise as a result of the unit’s activities. 
One measure which has been selected is 
the frequency with which individuals in 
the county experience their first long stay. 
This number has been determined for each 
of the past 10 years to get a picture of its 
size and stability from year to year. These 
frequencies are presented in Graph 1. 
Each line reflects a different definition 
of “long stay.” If 4 months is regarded as 


a long-stay admission, the top line shows 
the number of people from Dutchess 
County who have completed a stay of 4 
continuous months for the first time in their 
lives, for each of the years 1950-1959. The 
bottom line shows the number if 20 months 
is regarded as “long stay.” The curves in 
between show what is found if we use 
definitions of long-stay intermediate be- 
tween 4 and 20 months. The arrows indicate 
the direction these curves will have to take 
to justify a conclusion that the unit has 
made the expected difference. 


Continuous HosPITALIZATION 


GRAPH 1 
NuMBER oF DutcHeEess County PATIENTS EXPERIENCING SPECIFIED DURATION OF 


FOR THE First Time, By YEAR 
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Similar curves will also be made for resi- 
dents of other counties in the hospital’s 
service district. Likewise, for comparison, 
these curves will be made for some counties 
near other mental hospitals. If these others 
fail to show a decline and if Dutchess 
County does (assuming no marked changes 
in population), we will be able to draw 
some conclusions. While it cannot be pre- 
dicted with confidence that clean-cut find- 
ings will emerge, at least a forward step 
will have been taken toward better evalua- 
tion of changes in the organization of 
psychiatric care. 

The methods being used to test the other 
3 hypotheses will be reported elsewhere. 


RESULTS 


It is much too early to draw conclusions 
from the brief experience to date, but a 
few observations seem worthy of mention. 
The most obvious and striking immediate 
change is in staff attitudes, with an almost 
universal excitement and intense dedication 
to their work. Some might regard this as a 
contaminating artifact in the project but 
we consider it a predicted result of the ad- 
ministrative decision, and a verification of 
our assumption that a better organizational 
structure will produce better staff per- 
formance. Without doubt, the staff enthu- 
siasm is in part due to pride in having been 
chosen for the project, but we believe that 
the structure itself evokes emotional iden- 
tification with the small unit which is pecu- 
liarly their own. On their own initiative the 
staff have instituted several new treatment 
and rehabilitation activities ; they are trying 
to do so much that they complain of not 
having enough hours or enough hands to 
do all they want to. All of the staff are 
delighted with the ease and flexibility of 
decision-making in the small unit; com- 
munication is immediate and face-to-face 
without the lengthy chain of command 
which can be so frustrating in a larger 
organization. 

The unit is too small to permit classifying 
the patients into homogeneous ward group- 
ings. This obstacle to traditional practice re- 
inforces our conviction that it is better for 


the patients if they are in heterogeneous 
groupings. Two infirm wards, one male and 
one female, are the only wards in the unit 
which house just one type of patient. There 
are no reception wards as such: new pa- 
tients are admitted to any one of the 6 
wards all of which also have long-stay pa- 
tients. Patients who were transferred to the 
unit from homogeneous regressed wards 
have been scattered through all wards. With 
rare exceptions, these regressed patients 
have responded quickly by becoming more 
alert and tidy. There is a steady trickle of 
long-stay patients improving and leaving the 
hospital ; in the first three months some 30 
patients who had been in hospital over a 
year were released, thus freeing beds for 
remaining Dutchess County patients to be 
moved in from other parts of the hospital. 
The early trend is in the direction of a 
reduced hospital population, although the 
number of admissions is higher than ever. 

There appears to be a significant increase 
in voluntary admissions; in the first 3 
months half the admissions were voluntary. 
There is also a steady increase in self- 
referrals to the day hospital, and the success 
of this service is creating a heavy demand 
for an evening hospital which will give 
active treatment during the evening hours. 
This latter service is not yet in being, but 
is planned for a later date when staff may 
be available. 


SUMMARY 

A newly organized, 550 bed hospital, 
rendering comprehensive, psychiatric care 
(day hospital, night hospital, post-hospital, 
pre-hospital and consultation) to residents 
of Dutchess County, N. Y., has been cre- 
ated within the 5,400 bed Hudson River 
State Hospital. This is designed to give con- 
tinuity through close integration of a wide 
variety of treatment services. Early experi- 
ences with the project are reported. 

Evaluation studies are testing the hypo- 
thesis that this type of service will reduce 
the frequency and severity of disability as- 
sociated with mental illness, as measured by 
rates of admission, institutionalization, and 
deterioration. 
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PROBLEMS IN THE CORRELATION OF PSYCHOPATHOLOGY 
WITH ELECTROENCEPHALOGRAPHIC ABNORMALITIES * 


RONALD R. KOEGLER, M.D., EDWARD G. COLBERT, M.D., 
anp RICHARD D. WALTER, M.D.? 


INTRODUCTION 


The application of computer techniques 
to the examination of the electroencephalo- 
gram has evoked a great deal of interest. 
This interest results from the desire to 
further quantify, to dissect features in the 
EEG that may not be apparent to simple 
visual inspection. In the jargon of cormmuni- 
cation engineering : there is a great deal of 
“noise” in the electroencephalogram. Po- 
tential change appears in a pseudo-sinus- 
oidal fashion that must be treated currently 
as “noise” because no meaningful signal ap- 
pears to have been transmitted. Traditional 
visual inspection has contributed informa- 
tion that is quite helpful in a clinical setting, 
but it is only a rough summary of many 
potential “bits” of information. 

Frequency analysis in various forms has 
been available for nearly 15 years. The EEG 
can be converted into a histogram based on 
the frequencies but in spite of the availabil- 
ity of such quantifiable data, few reports 
have appeared correlating frequency an- 
alysis with psychological data. Some of the 
major disadvantages are the loss of phase 
relationship, the inability to analyze more 
than one channel at a time, and the long 
time periods required for the analyses. 

A technique which is more recent and is 
rapidly gaining in popularity is correlation 
technique, both auto and cross. A complex 
series of electrical changes making up the 
electroencephalogram is electrically cor- 
related with itself displaced in time, or to 
another known and simpler series of wave 
forms. These techniques are very sensitive 
for the detection of rhythmical repetitive 
events marked by ongoing activity—such as 
evoked responses from a flashing light—but 
do not offer as much toward the further 
analysis of non-repetitive electrical activity. 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2 Departments of Psychiatry and Medicine (Neurol- 
ogy), UCLA Medical Center, Los Angeles 24, Calif, 
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Up to now, attempts to correlate EEG 
abnormalities with psychiatric syndromes 
have resulted in a notable lack of success 
and a great deal of confusion due to the 
many conflicting reports. At first it seemed 
to us that the problem lay in the lack of 
refinement in EEG interpretation based on 
visual inspection, and that once computer 
techniques became available, the relation- 
ship between psychopathology and the 
electrical activity of the brain would begin 
to manifest itself. 

Recently, however, we have begun to 
realize that the problem lay not only in the 
interpretation of the EEG, but also in the 
evaluation of psychopathology. 

For example, we recently attempted to 
discover if there was any characteristic be- 
havioral or emotional pattern associated 
with 14 and 6 per second positive spiking 
in the EEG. It has been reported that 
children with such an abnormality, while 
often giving the appearance of model chil- 
dren, are subject to periods of impulsive 
aggression and may even commit murder. 
Our study(1), which was carefully con- 
trolled, failed to confirm the clinical ob- 
servations made by others. We found no 
difference in aggression and impulsive be- 
havior between these children and the 
control groups. While we felt that we had 
done as good a job as was possible with the 
research techniques available, certain de- 
fects in these techniques became evident. 

In spite of these difficulties, we do feel 
that such studies should be attempted. Un- 
controlled studies are almost completely 
worthless. We thoroughly deplore the pub- 
lication of studies which state that “ab- 
normal EEGs are found in such-and-such a 
percentage of disturbed children or schizo- 
phrenics or what-have-you.” Blind control 
studies are essential, with criteria for EEG 
abnormality and behavioral abnormality 
thoroughly described. 

Specifically, in terms of the 14 and 6 
abnormality, almost all the work published 
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on this subject has reached premature con- 
clusions regarding the significance of 14 
and 6 per second positive spiking. These re- 
ports have been characterized by absence 
of control groups or poorly conceived con- 
trols, with vague descriptions of the criteria 
for EEG abnormality and practically no 
understanding of the complexities of be- 
havior. 

Perhaps one reason that investigators 
have shied away from more careful studies 
is the difficulty in evaluating and measuring 
behavior. This is the problem we ran into 
with the children in our study. We examined 
these patients by thorough psychiatric, psy- 
chological, and neurological examinations. 
Our problems arose when we attempted to 
quantify such factors as aggression, hostility, 
and impulsiveness. Accurate measures were 
necessary in order to compare the children 
who had the 14 and 6 per second spiking 
with the control groups. Similar difficulties 
arose in all areas—psychiatric, psychological, 
and neurological. 


PROBLEMS IN PSYCHIATRIC EVALUATION 


It became evident to us that it is not pos- 
sible to quantify personality characteristics 
by means of psychiatric evaluation, except 
in a very gross way. For example, it might 
be stated that an emotionally disturbed boy 
“had a problem handling his hostility.” This 
phrase can be applied to many disturbed 
persons, regardless of cause. When you are 
attempting to distinguish differences in the 
pattern of aggression among disturbed chil- 
dren, such a gross description is extremely 
inadequate and frustrating. 

This problem is not unique to this type of 
study ; the search for specificity has been 
unsuccessful in all areas of psychiatry. In 
evaluating acute schizophrenics, for exam- 
ple, it was formerly thought that the psy- 
chotic verbalizations were directly related 
to the etiology. When a schizophrenic heard 
voices accusing him of wanting to kill his 
wife it was assumed that his “problem with 
hostility” was significant in causing the psy- 
chotic break. We now realize that the 
things which schizophrenics are accused of 
by their voices are extremely stereotyped. 
This can be useful in psychotherapy; an 
omnipotent role can be assumed almost im- 
mediately with a new patient by describing 


the content of his hallucinations to him, 
much to the patient’s amazement. The point 
is that all disturbed patients are bothered 
by hostile impulses, as well as other types of 
emotions, and the disturbed children in our 
study were also losing control of these im- 
pulses. 

We were trying to find something unique 
about a particular group of children with a 
certain EEG abnormality, and were sus- 
picious on clinical grounds that they were 
characterized by some peculiar, impulsive 
expression of aggression. However, when 
mixed in with a group of other disturbed 
children in a blind examination all groups 
had high percentages of children with “ag- 
gression problems”; attempts to quantify 
the aggression, except in a very rough way, 
revealed only our helplessness. Differences 
in quality were equally difficult to discover. 

Since we have this difficulty with such a 
gross EEG abnormality, how will we handle 
a refined rhythm visible on the computer ? 


PROBLEMS WITH ANAMNESTIC MATERIAL 
AND PSYCHOLOGICAL TESTS 


One would expect an emotionally dis- 
turbed or aggressive child to be diagnosed 
on the basis of clinical history, but the prob- 
lem of further differentiation among types 
of aggression, so as to delineate an organ- 
ically driven variety, is extremely difficult. 
One soon realizes that most symptoms can 
accompany either emotional or organic pa- 
thology. Retardation, temper tantrums, bed- 
wettings cannot be assigned to a single 
cause. 

Similar difficulties apply to the use of data 
from psychological tests. Here again the 
problems of the child in dealing with ag- 
gression were revealed, but differentiating 
subtle differences in the handling of ag- 
gression betweer: disturbed children proved 
more difficult. This is true in projective tests, 
such as the Rorschach and TAT, as well as 
on the MMPI. 


PROBLEMS IN NEUROLOGICAL EXAMINATION 
When the neurological findings are quite 
gross it is apparent that there is good cor- 
relation to other evidence of brain damage. 
There can be little equivocation concerning 
the significance of the paretic limb, an ex- 
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tensor plantar response, or an intention 
tremor. 

It is more difficult and uncertain to evalu- 
ate the “soft” neurological signs—a slight 
clumsiness, minimal changes in the sensory 
examination, or a subtle reflex asymetry. 
Brain damage removed to some degree from 
the main motor or sensory pathways no- 
toriously may be difficult to detect and will 
be missed if the “hard” neurological signs 
alone are looked for. What is obviously 
needed is a great extension and perhaps 
quantification of the subtle, minimal, and 
more elusive findings. 


DISCUSSION 


These problems are not unique. However, 
they emphasize the primitiveness of the 
methods we have available to study the 
complex human psyche. This is not to be- 
little the efforts necessary to reach the 
present level, but rather to emphasize the 
work that needs to be done. 

Often we become carried away by scien- 
tific progress which promises to make avail- 
able all sorts of new information. Hidden 
EEG patterns which now are discernible 
have meaning only in terms of human be- 
havior. Attempting correlations with such 
gross entities as psychosis, schizophrenia, 
neurosis, or behavior problem will lead to 
very little which is new or enlightening. 
Until the “group of schizophrenias” is 
broken down into meaningful subdivisions, 
for example, most correlations will be lost. 
Even a basic separation into schizophrenic 
reactions and “grown-up” childhood schizo- 
phrenics would be helpful, and also possible 
with our present knowledge. 

In terms of studies dealing with at- 
tempted correlations between behavior and 
EEG abnormalities, it is obvious that the 
significant items are not grossly visible. It 
is only with some ingenuity and consider- 
able effort that one can hope to pick up 
more subtle differences. 

As an example of a currently useful tech- 
nique, items which are not significant 
enough in themselves can be grouped with 


other items to form symptom or behavior 
profiles. In the study described earlier we 
formulated and used such scales as “ag- 
gressive behavior,” “organic symptomatol- 
ogy,” “emotional symptomatology,” and 
“disturbed mother syndrome.” Such scales 
can be formed with pertinent items from 
psychiatric, psychological, and neurologi- 
cal examinations, often yielding meanings 
which could not be seen in the single items. 

It is only through further development of 
more subtle measures that studies in this 
area can become meaningful. Better meth- 
ods of quantifying psychiatric and psycho- 
logical examinations are needed. The de- 
velopment of computor techniques points 
up the inadequacies of our methods for 
evaluating behavior and emotional content. 
It should spur us to meaningful research in 
this area. 


SUMMARY 


1. Frequency analysis has been available 
for nearly 15 years, but its inherent disad- 
vantages have limited its use in correlating 
the EEG with clinical data. Auto-correla- 
tion and cross-correlation techniques are 
more recent and hold considerable promise. 

2. The use of these techniques will add 
little to our present knowledge unless we 
also improve our methods of quantifying 
behavior and psychopathology. 

3. Most studies of EEG abnormalities in 
psychiatric syndromes have little value be- 
cause of lack of controls and poorly-defined 
EEG and behavioral criteria. This has been 
true in studies of the significance of 14 and 
6 per second positive spiking. 

4. Research should be directed toward 
developing techniques which will enable 
us to quantify behavior and emotional im- 
pulses in a more accurate and scientific 
manner. 
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THE EFFECT OF PHENOTHIAZINES ON THE INTERACTIONAL 
BEHAVIOR OF SCHIZOPHRENIC PATIENTS * 


LUCIE A. WOOD, Pu.D., AMY MIKLOWITZ, B.A., ELIOT D. CHAPPLE, Pu.D., 
MARTHA F. CHAPPLE, B.A., NATHAN S. KLINE, M.D., 
anv JOHN C. SAUNDERS, M.D.? 


Evaluation of behavioral change in 
schizophrenics is usually dependent on 
either subjective judgments of the physi- 
cian or on the interpretation of verbal 
material obtained as a reaction to more 
systematic procedures. To obtain precise 
information about one aspect of the pa- 
tients’ behavior, we employed the inter- 
action chronograph procedure which pro- 
vided measurements of the duration and 
frequency of action. In our formalized in- 
terview we obtained laboratory data which 
enable us to predict the patterns of be- 
havior participated in by the individual in 
other interactional situations. We hypothe- 
size that upon further analyses of the data, 
patterns of interaction will become evident 
which may ultimately prove useful in classi- 
fying human behavior. This investigation 
was based on the hypothesis that interac- 
tional patterns would be modified by 
phrenotropic drugs and this would provide 
an objective method to evaluate clinical re- 
sponse to psychopharmacological therapy. 

By introducing measurements of activity, 
aggressiveness, initiative, dominance and 
other factors as defined in the interaction 
chronograph method we can make specific 
quantitative comparisons between patients’ 
response to phrenotropic drugs. This paper 
presents data on the effects of phenothia- 
zines in a group of hospitalized psychotic 
patients. We have selected a group showing 
a wide range of activity levels in order to 
obtain a sample of the hospital population. 
Through this study, we expect to establish 
the effects of these drugs on behavior and 
to demonstrate any uniformities which may 
be present. 


PROCEDURE 
Twenty-seven patients were tested by 
the standardized interaction chronograph 


1 This study was supported in part by Public Health 
Service Grant MY 2350. 

2 Research Facility, Rockland State Hospital, Orange- 
burg, N. Y. 


(stress) interview. The timing of their re- 
sponses was recorded by an unseen ob- 
server using a portable interaction recorder. 
The results were tabulated on the inter- 
action chronograph computer and further 
analysis was made and is presented, in part, 
in this report. 

The patients were selected from various 
wards at Rockland State Hospital. They in- 
cluded 12 chronic female patients, 3 acute 
females, 4 chronic male patients and 8 
acute males. None of the patients had any 
complicating physical disorders nor were 
any mentally defective. 

The standardized interview used has 
been described in detail elsewhere(1). 
The only significant difference in the pro- 
cedure used in this study is that combina- 
tions of variables were used to obtain aver- 
age activity and average maladjustment 
figures. An initial interview was given to 
the patients before they received drugs. A 
second interview occurred between 4 and 
6 weeks after the initial interview. 

In that paper(1) we described the meas- 
urements of action and silence (inaction) 
which represent basic variables from an 
operational point of view. To make our 
measurements comparable with work on 
animals and earlier publications on inter- 
action( 2, 3, 4,5) we have used the average 
net difference between action and silences 
during the base period of the interview. 
Our hypothesis is that the individual tries 
to achieve a balance between periods when 
he cannot or does not talk because the other 
person is doing so, as against those periods 
when he is playing the active role. Similar- 
ly, we have used what we term an average 
net maladjustment score. This is made up 
of the net difference between the length of 
a person’s interruptions, counted as positive, 
and the length of his latencies to respond, 
counted as negative. Thus, if the average 
maladjustment is positive, there were longer 
interruptions than failures to respond; if 
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negative, there were longer latencies. This 
is based on a second hypothesis : that ad- 
justment is analagous to a servo process 
and that over-long hesitancies in one in- 
terval are balanced by a speeding up and 
the possibility of interruption in the next. 

The 27 schizophrenic patients were given 
one of the phenothiazines: Trilafon (per- 
phenazine), Compazine (proclorperazine ) 
or Thorazine (chlorpromazine) with the 
dosage titrated to alleviate the individuals’ 
presenting symptoms. Our experience with 
the administration of these phrenotropic 
drugs in man indicates that they have three 
major types of activity: (a) sedative, (b) 
increased motor and (c) antipsychotic. The 
antipsychotic effect is demonstrated by defi- 
nite behavioral improvement with a signifi- 
cant reduction in aggressive behavior, les- 
sened emotional tension, a decrease in 
hallucinations and delusions and some im- 
provement in affect. 


RESULTS 


Table 1 presents the data on the 27 pa- 
tients and shows that the range of average 
activity rate in the initial interview was 
from 5.9 hundreths of a minute (3.5 
seconds ) to an extreme high of 1112.5 (11.1 
minutes). Data indicate that in this series, 
there are no significant differences in the 
activity range between men and women. It 
should be noted also that this series was 
limited to patients whose base activity rate 
in the first interview was not negative, that 
is, the durations of the actions were longer 
than their silences. Only a relatively small 
number of patients with negative activity 
were available and they will be mentioned 
in the discussion. 

Each patient shows a decrease in 
activity level from the first to the second 
interview associated with the administration 
of a phenothiazine preparation. The drop in 
activity is significant by t-test at the .01 
level. It should be emphasized that no sig- 
nificant changes on reinterviewing of con- 
trols are encountered as Saslow and Mata- 
razzo have demonstrated in a number of 
studies(6). 

The most interesting finding, however, is 
that the amount of drop from the first to 
the second interview, given in the third 
column, is a function of the level of activity 


TABLE 1 
PATIENTS ON PHENOTHIAZINES—BASE PERIOD 
Activity lst AND 2NnD INTERVIEW 


Activity Activity 


Base Base A 
Interview 1 Interview 2 


5.92 
8.21 
54.70 
68.71 
279.00 
24.78 
139.50 
38.91 
42.60 
26.65 
58.70 
17.31 
961.25 


2.55 

5.79 
43.38 
12.52 
—1.42 
14.57 
39.27 
18.88 
39.00 
14.59 
53.33 

7.41 
22.14 
29.86 
32.31 


-3.37 
—2.42 
-10.32 
-56.19 
—280.42 
-10.21 
-100.23 
—20.03 
—3.60 
—12.06 
-5.37 
-9.90 
-939.11 
—146.14 
-73.19 


-51.68 
-177.82 
-277.30 
—127.92 

-61.65 

-30.53 
-914.67 

-11.58 

-6.02 
-55.40 
—5.80 
-317.97 


Mean — -.137.44 
t = 2.872 
Significant at .01 level. 
Correlation between Activity Level in Interview 1 
and amount of drop after tranquilizer. 
r -.987 


417.80 
N = 27 Mean — 171.24 


Mc 


shown in the initial interview. Calculation 
of the coefficient of correlation yields a 
Pearsonian r = —.987. 

In a series of 27 a Pearsonian r of this 
magnitude is highly significant at the .01 
level. In other words, the results from this 
series confirm the clinical observations that 
the greater the activity of the patient, that 
is, the more hyperactive he is, the greater 
the effect on his activity as a result of the 
administration of phenothiazines. The male 
patient with the highest activity, indicating 
that he talked on the average of over 11 
minutes in a response, dropped during 


Females 
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Ba 105.50 
De 61.60 9.92 
Ga 60.00 -l 17.82 
Ni 334.00 56.70 
Jo 238.67 110.75 
Ha 85.40 23.75 
Wi 80.33 49.80 
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medication to an average of slightly under 
2 minutes. The low activity patients show 
very minor drops. Figure 1 presents these 
results in graphic form to illustrate the 
nature of the correlation. 

Table 2 presents the data on the same 
patients for average net maladjustment. 
Here the results are not as clear since the 
significant difference between men and 
women is in association with the quantita- 
tive character of the maladjustment. The 
15 women with two exceptions, all show a 


drop in adjustment from the first interview 
and the t-test is significant at the .01 level. 
On the other hand, the men show no 
systematic change in their average malad- 
justment scores from the first interview to 
the second and if the t-test were used the 
change would not be significant. 
Examination of the figures for the 5 men 
and 13 women whose net maladjustment 
is positive (that is, where the durations 
of interruptions are significantly greater 
than the latencies of response), indicates a 
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TABLE 2 


PATIENTS ON PHENOTHIAZINES—AVERAGE Net 
MALADJUSTMENT IsT AND 2ND INTERVIEW 


Adjustment 
Base 
Interview 1 


Adjustment 
Base A 
Interview 2 


Females 

Kr 1.58 
Th 21 
Ch .70 
Ho 2.86 
Gu -5.00 
44 
1.80 
IT 
4.70 
4.18 
3.30 

0 -2.45 

4.00 -.91 

2.00 -.86 

-.25 1.81 


.80 
75 
-8.50 
-8.50 
-.40 
-.17 
1.75 
1.38 
-1.71 
0 
2.35 
0 


t = not significant. 


drop occurred in 4 of the 5 men and 12 of 
the 13 women. A larger series and a separa- 
tion of interruptions from latencies is neces- 
sary to determine whether and to what 
degree differential effects are produced by 
the phenothiazines on each variable in the 
components of maladjustment. 

It is important to emphasize that the data 
on activity and maladjustment do not paral- 
lel one another but may operate inde- 
pendently. Therefore, one cannot assume 
that activity level is decisive. For example, 
male patient Ni. with a 334 activity shows 
a net maladjustment of -8.5 and although 
his activity drops significantly in the second 
interview he becomes much more inter- 
ruptive and far less latent. On the other 


hand, female patient Ry. with an activity 
of 176 drops substantially in the second 
interview and also shows a lower value in 
net maladjustment of 2.0. 


DISCUSSION 


Much of the work done to evaluate drugs 
in the laboratory phase of their develop- 
ment involves the measurement of loco- 
motor activity in laboratory animals, usually 
the rat. Irwin(7) and his associates have 
shown, using perphenazine, that the loco- 
motor activity of the hyperactive rat is 
depressed to a considerably greater degree 
than that of the hypoactive animal. They 
also found that there were no significant 
differences between female and male rats 
in their response to the drug, though in 
their sample of the species, there was a 
greater frequency of highly active animals 
among the female population. 

Irwin also emphasizes the importance of 
knowing the base activity level of the 
animal studied and points out that evalua- 
tion of the effects of drugs can be strongly 
influenced by the accidental selection of 
hypo- or hyperactive animals. Interpretation 
of interaction chronograph results on hu- 
mans also emphasizes this point. Conse- 
quently we need to know the activity level 
of the individual patient as well as his level 
of maladjustment (and other variables to 
be discussed in future publications) before 
we can properly evaluate the effects of the 
phrenotropic drugs. The higher reliability 
of the interaction chronograph procedure 
using the standardized interview, as Saslow 
and his associates have demonstrated, 
makes the method of interaction an ex- 
tremely useful one for psychopharmacologi- 
cal studies(6). 

Comparison of experimental animal and 
human measurements, indicates that the 
locomotor patterns of activity in the animal 
have possible analogues in the communica- 
tive interactional patterns of the human. In 
general, one may assume that the two types 
of activity have physiological mechanisms in 
common and therefore more precise correla- 
tions between animal and human studies 
would appear possible. 

There were a small number of patients 
placed on phenothiazines whose net activity 
level was negative. In some of these pa- 
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tients, phenothiazines increased rather than 
decreased the net activity. This was proba- 
bly due to a decrease in silences with little 
or no change in the relatively brief duration 
of actions. We do not, however, have a 
large enough series to come to any definite 
conclusions ; rather, the evidence from this 
series of patients with activity on the 
positive side strongly suggests that the 
duration of actions is what is affected and 
that the higher the action the greater 
the drop. Periods of silence (inaction) 
as well as pronounced latencies appear 
to be affected in ways which we do not 
as yet understand. It may be possible to 
differentiate the behavioral activity of 
phenothiazines as well as other psycho- 
pharmacological agents by the interaction 
chronograph technique. 


CONCLUSION 


We have demonstrated that the inter- 
action chronograph interview provides an 
objective method for determining the be- 
havioral effect of the phenothiazines in 
schizophrenic patients. This method then 
contributes in part to the solution of one 
of the major problems of psychiatry, the 
evaluation of the nature, direction, and 
degree of change following therapy. The 
administration of phenothiazines has been 
shown to affect specific variables, measur- 
able by the interaction chronograph ; the 
identifiable changes in interaction have 
been found to correlate with clinical evalu- 
ation. The response of the 27 schizophrenic 
patients to these drugs shows that there is 


a significantly high correlation between 
activity levels and drug effects. 

Average net maladjustment drops sig- 
nificantly in the females but not in the 
males. This appears to be dependent upon 
a high positive maladjustment (aggressive- 
ness) rather than a sex difference, since 
most of the males in the series predomi- 
nantly show marked latency of response. 
The few males with high positive maladjust- 
ment also show drops comparable to that of 
of the females. 

The effect of phenothiazines on the in- 
teractional behavior of schizophrenic pa- 
tients has been shown by this procedure. 
Further analysis of the data suggests that 
other behavioral criteria will become evi- 
dent. 
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Several recent articles have emphasized 
that a patient’s response to medication is 
due not only to the purely pharmacological 
properties of the drug itself(1, 3, 7) but, 
rather, is a complex function of the inter- 
action between 3 classes of variables : drug, 
situation, and person(13). There is a grow- 
ing body of evidence that the personality 
of the drug recipient and the total social 
setting in which the drug is administered 
are important determinants of a patient's 
response to chemotherapy(5, 9, 10, 11, 12). 
The purpose of this study was to inves- 
tigate the influence of one of these non-drug 
determinants, viz., the relationship between 
a patient’s attitude toward medication and 
his response to a drug. It was hypothesized 
that patients holding positive, favorable, 
and enthusiastic attitudes toward drugs 
would show a greater response than patients 
not so favorably disposed to this mode of 
treatment. Indirect support for this hypo- 
thesis has been demonstrated by those in- 
vestigators who found that physicians favor- 
ing drug therapy had a greater degree of 
success than those opposing the use of drugs 
in treating mental illness(4, 6). 
Sherman(14) has recently described the 
construction of a projective sentence-com- 
pletion test to measure patient attitudes to- 
ward medication. This version of the test 
is still preferred for the intensive study of 
individual subjects since it furnishes a rich 
vein of clinical material. However, for the 


1 Part of Project IV of the Veterans Administration 
Cooperative Studies of Chemotherapy in Psychiatry 
(2). Portions of this paper were presented at the 
Veterans Administration Research Conference on Co- 
operative Studies in Psychiatry, Cincinnati, June 6, 
1960. 

2 VA Central NP Research Laboratory, Perry Point, 
Md. 

3 VA Hospital, Brockton, Mass. 
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THE RELATION OF ATTITUDE TOWARD MEDICATION TO 
TREATMENT OUTCOMES IN CHEMOTHERAPY ' 


DONALD R. GORHAM, Pu.D.,? anv LEWIS J. SHERMAN, Pu.D.* 


large scale research project reported here, 
a briefer multiple-choice form was devel- 
oped which yields essentially similar in- 
formation and is objectively scorable. The 
4 completing statements for the stem of 
each item consist of one which expresses a 
positive attitude toward the henefits of 
taking medicine, one a negative attitude, 
one a neutral attitude and one a statement 
concerning a side effect. The following are 
some examples of the test items and their 
scoring categories : 


1. Since I started taking medication 
—A. I have been getting pills. (Neutral 
attitude) 
—B. I feel sleepy. (Side effect) 
—C. I feel worse. ( Negative attitude ) 
—D. I feel better. (Positive attitude) 
2. I take medication because 
—A. I am forced to take it. (Negative 
attitude ) 
—B. I want to get well. (Positive atti- 
tude) 
—C. I want to increase weight. (Side ef- 
fect) 
—D. This is a_ hospital. 
tude) 


(Neutral atti- 


In scoring, the positive choices were 
assigned 3 points; the neutral and side 
effects choices, 2 points and the negative 
choices, 1 point. A pilot study conducted at 
Waco and Perry Point VA Hospitals in- 
dicated that the scale was within the com- 
prehension of chronic schizophrenic patients 
and presented no difficulties in administra- 
tion. About 80% of the 76 patients in the 
pilot study were able to complete the scale ; 
test-retest reliability on a sample of 45 pa- 
tients proved to be .79. 

The test was completed by 369 patients 
which was 80% of the number included in 
Project IV. A factor analysis of the 14 items 
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showed that most of the variance was taken 
out by the first centroid factor. Each of 
the 14 items had a high correlation with this 
factor, with 12 co-efficients exceeding .90. 
For all practical purposes, then, the total 
score of the scale is a valid single index of 
the patient’s belief that medication will 
improve his psychiatric condition. 

In the main study, psychiatric interviews 
using the Inpatient Multidimensional Psy- 
chiatric Scale (IMPS) (8) and ward ob- 
servations recorded in the Psychotic Re- 
action Profile (PRP)(9) had been gathered 
at the beginning and end of the 20 week 
treatment period. These scales had been 
keyed to yield the following 17 symptom 
measures : 

IMPS ; excitement, paranoid projection, 
disorientation, agitated depression, percep- 
tual disorganization, motor disturbance, 
hostile belligerence, withdrawal, grandiose 
expansiveness, conceptual disorganization. 

PRP; thinking disorganization, with- 
drawal, paranoid belligerence, agitated de- 
pression, resistiveness, dominance, activity 
level. 


RESULTS 


The hypothesis that the attitude of 
patients toward their treatment is related to 
treatment response as measured by these 
17 criteria was tested for the patients in 
Project IV. When all patients were con- 
sidered, without taking into account differ- 
ential drug treatment, there were no statis- 
tically significant relationships. In other 
words, for these 369 patients, changes in 
symptom areas were not related to patient 
belief in the efficacy of medication. 

When the patients were considered by 
drug groups one relationship statistically 
significant at the .01 level and three at the 
.05 level appeared. Since the 17 factors were 
analyzed separately for 5 drug groups mak- 
ing a total of 85 statistical tests, these 4 
significant relationships are about what 
might be expected by chance. It should be 
noted, however, that these 4 relationships 
were all in the expected direction; i.e., 
symptom relief was related to positive atti- 
tude toward medication. 

The relationships between attitude to- 
ward medication and pre-treatment symp- 
tom measures were found to be statistically 


significant (.01 level) for 6 of the criteria : 
IMPS ; paranoid projection, perceptual dis- 
organization, hostile belligerence and con- 
ceptual disorganization, PRP ; paranoid bel- 
ligerence and resistiveness. This cluster of 
factors which approximates the paranoid 
syndrome of symptomatology suggests that 
the more paranoid the patient, the less faith 
he has that he might be helped by medica- 
tion. 
SUMMARY 

An Attitude Toward Medication Scale 
was administered before and after treat- 
ment to 369 patients in a large-scale chemo- 
therapy study. The hypothesis that the atti- 
tude of patients toward medication has an 
important bearing on treatment effect was 
not upheld with this population of chronic, 
apathetic schizophrenics. Medication atti- 
tude, however, was significantly related to 
a cluster of symptoms that tend to char- 
acterize paranoid schizophrenics indicating 
that the more paranoid the patient, the less 
faith he had that he might be helped by 
medication. 
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THIORIDAZINE HYDROCHLORIDE ' IN THE TREATMENT OF 
BEHAVIOR DISORDERS IN EPILEPTICS 


PABLO M. PAUIG, M.D., MARIE A. DELUCA, M.D., 
ROGER G. OSTERHELD, M.D.’ 


The treatment of behavior disorders in 
epileptics constitutes a difficult problem, 
especially in  institutionalized patients. 
These disorders include hyperactivity, ag- 
gressiveness, irritability, stubbornness, tem- 
per tantrums and destructiveness. Mental 
deficiency often accompanies or follows 
epilepsy and represents a significant feature 
of the behavior pattern evidenced by these 
cases. 

Preliminary observations in a small group 
of patients indicated that Mellaril exerted 
a beneficial effect on behavior disorders and 
prompted us to undertake the full-scale 
evaluation reported here. For this purpose, 
100 patients were randomly selected from 
the adult and pediatric services of this 
hospital for epileptics and treated with 
Mellaril for periods ranging from 3 to 10 
months. 

Dosage was titrated as much as possible 
in each case, starting with 10 mg. daily in 
children and 25-50 mg. daily in adults, and 
increasing by similar increments until opti- 
mum effect was obtained. Maximum dosage 
was 150 mg. daily in children and 600 mg. 
daily in adults. Blood counts were per- 
formed before, during and at the close of this 
study. Periodic examinations were made to 
detect any untoward reactions, while dis- 
turbances and seizures were recorded on 
each patient’s chart as they occurred. 


RESULTS 


Analysis of the patient’s behavior patterns 
at the conclusion of the study revealed the 
following : markedly improved, 61; mod- 
erately improved, 28 ; no change, 11. 

1 Mellaril, Sandoz Pharmaceuticals. 

2 Respectively : Staff Psychiatrist, Clinical Direc- 
tor, and Superintendent, Monson State Hospital, 
Palmer, Mass. 


Criteria for assessment included ward 
behavior, number and degree of temper 
tantrums and manageability. Those rated 
markedly improved became. generally more 
sociable, friendly, easily manageable and 
free from destructive behavior patterns. A 
rating of moderate improvement was 
applied to those showing a reduction in 
incidence and degree of behavior disorders, 
but not complete control thereof. 

It became evident during the course of 
the study that convulsive seizures were also 
being influenced and an analysis of the 
patient charts showed : 

No seizures after the institution of Mel- 
laril therapy, 23 patients 

Decrease in number of seizures, 41 pa- 
tients 

No change in number of seizures, 20 pa- 
tients 

No seizures before and during administra- 
tion of Mellaril, 16 patients 

Increase in number of seizures, 0 patients 

Total, 100 patients 

No alteration in blood counts, red, white 
and differential, was encountered in any 
patient in this series, nor was there any 
evidence of jaundice, extrapyramidal symp- 
toms, photosensitivity or dermatitis. 


DISCUSSION 

Zarling and Hogan’s(1) report that Mel- 
laril is effective in the treatment of behavior 
disorders led to the study described here. 
Considerable improvement in behavior was 
obtained with Mellaril, but equally signifi- 
cant was the increased control of epileptic 
seizures. This was unexpected in the light 
of reports(2, 3) that other phenothiazines 
appeared to have an epileptogenic tend- 
ency. Rather, our study revealed that sei- 
zures did in fact decline as behavior disor- 
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ders were controlled. Since Mellaril does not 
itself demonstrate anticonvulsant activity 
(4) its effect on seizures must be ascribed 
to the reduction of hyperactivity and emo- 
tional disturbances which serve to trigger 
convulsive attacks. Anticonvulsant medica- 
tion was maintained throughout and must 
be considered indispensable in the treat- 
ment program for such patients. 


SUMMARY 


Mellaril was evaluated as treatment of 
behavior disorders in 100 epileptic patients 
in a study extending over a period of 3 to 10 
months. Marked improvement in behavior 
was achieved in 61 patients and moderate 
improvement in another 28 patients. 

An unexpected consequence was the con- 
comitant reduction in epileptic seizures, 64 
of the 100 patients exhibiting no or fewer 
convulsive attacks during the administration 
of Mellaril. This provides tacit evidence that 
control of the emotional factors can exert 
a beneficial effect on seizures. However, it 
is emphasized that specific anticonvulsant 
medication was continued throughout the 


course of this study. 
Repeat examinations failed to reveal any 
signs of jaundice, photosensitivity, blood 


dyscrasia, extrapyramidal stimulation, or 
dermatitis. 


CONCLUSION 


This study has shown that Mellaril is an 
effective agent in the treatment of behavior 
disorders in epileptic patients and that relief 
of these also results in a reduction in con- 
vulsive seizures. Its usefulness was en- 
hanced by the absence of untoward re- 
actions within the dose ranges which were 
used in this evaluation. These findings sug- 
gest more extensive investigation to deter- 
mine its potential in the total rehabilitation 


of epileptics. 
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METHOXYDONE (AHR-233) IN HOSPITALIZED NON-PSYCHOTIC 
PATIENTS 


LEO SHATIN, Pu.D.,! anp THOMAS H. GILMORE, M.D.” 


A double blind study * of 5-(o-methoxy- 
phenoxymethy])-2-oxazolidone, AHR-233 
and inert placebo was conducted to study 
the former’s alleviation of signs and symp- 
toms in non-psychotic hospitalized psychia- 
tric patients. Methoxydone is a muscle re- 
laxant which may have selective action for 
states of marked tension, anxiety and agita- 


1 Professor of Clinical Psychology and Chief, 
Division of Behavioral Sciences (Psychiatry De- 
partment), Seton Hall College of Medicine and 
Dentistry, Jersey City, N. J. 

2Chief Psychiatry Service, Albany Veterans 
Hospital, and Associate Professor of Psychiatry, 
Albany Medical College. 

8 These data were gathered at Albany Veterans 
Hospital where methoxydone was kindly supplied 
by A. M. Robins Co., Inc. 

4 Denber, H. C. B. : Am. J. Psychiat., 115 : 360, 
Oct. 1958. 


tion with depression, in hospitalized mental 
patients with chronic or acute psychoses. ‘ 

All male psychiatric patients admitted to 
a general hospital over a 6-month period 
who met the following criteria were entered 
into this investigation : age under 55, not 
psychotic, no organic brain syndrome, intel- 
ligence high dull normal or better, and 
medically cleared for study. Experimental 
(SS) and placebo (KK) groups were ini- 
tially matched patient for patient according 
to the degree of anxiety as measured by the 
Taylor Manifest Anxiety Scale. Two evalua- 
tion instruments were used. One, the afore- 
mentioned Manifest Anxiety Scale, was a 
questionnaire which reflected somatic, be- 
havioral, and/or psychic symptoms of anxi- 
ety as perceived by the patient within him- 
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self. The second, an observational Clinical 
Psychiatric Rating Scale amenable to quan- 
tification, was completed by the patient's 
hospital psychiatrist from his knowledge of 
the patient as gained through interview, 
observation, and discussion with ward 
personnel. On this rating scale the patient 
was scored 1 (Absent), 2 (Minimal), 3 
(Moderate), 4 (Strong), or 5 (Marked) 
for each of the following : Anxiety and/or 
Tension, Depression, Sleep Disturbances, 
Excitability and/or Emotional Instability, 
Suspicious-Sensitive, Hostility, Overinhib- 
ited-Rigid, and Inability to Concentrate. 
These part scores were summated to give 
an over-all total pathology score. The items 
were initially selected as having some re- 
lationship to the kind of symptom or sign 
which methoxydone might be expected to 
alleviate. 

Evaluations on the Manifest Anxiety Scale 
and the Clinical Psychiatric Ratings were 
made pre-drug (1-2 days before medication 
was started ) ; 3 weeks after medication was 
begun; 6 weeks after medication was 
begun, at which point it was discontinued ; 
and 2 weeks following discontinuation. 
Methoxydone dosage was 400 mg. t.i.d. 


Placebo was administered in similar form 
and frequencies. No toxicity signs were ob- 
served for methoxydone, nor were there any 
side reactions later traceable to that drug. 
The technique of paired matchings was 
employed for the statistical analysis of re- 
sults on each instrument. The results for the 
Manifest Anxiety Scale are based upon 
sample size N=14 in each of the two 
matched groups SS and KK, while the 
results for the Clinical Psychiatric Rating 
Scale are based upon N=16 for each of the 
two matched patient groups. 

Results revealed similar outcomes for the 
experimental and control groups on the 
Manifest Anxiety Scale scores and on the 
Clinical Psychiatric Rating Scale total pa- 
thology scores. Both groups improved 
through hospitalization per se. But there 
was no evidence that methoxydone speeded 
recovery or alleviated signs or symptoms 
any more effectively than did placebo. A 
separate analysis made for the “Anxiety” 
part-score of the Clinical Psychiatric Rating 
Scale gave no better outcome. Hence, for 
this non-psychotic sample under these con- 
ditions and within these dosage limits meth- 
oxydone proved to be ineffective. 


HYPOTENSION ASSOCIATED WITH THIORIDAZINE HCl 


DAVID W. SWANSON, M.D.' 


Hypotension has been an undesirable ef- 
fect in the phenothiazines. This has ranged 
in magnitude from circulatory collapse to 
mild complaints of faintness. 

Thioridazine HCl (Mellaril) has been 
reported to be superior because of the low 
incidence of side effects and toxicity(1, 2). 
The following case reports indicate hypo- 
tension is an exception that must be con- 
sidered in this therapy. 


Case No. 1: This 30-year-old normotensive 
man had received chlorpromazine, 600 mgm. 
daily, in January without any side effects. He 
had no positive allergic history. In March he 
was begun on thioridazine 50 mgm. t.i.d. One 
hour after the second dose he staggered into 
the hall appearing pale and fell to the floor 


1 [llinois State Psychiatric Institute, 1601 W. 
Taylor St., Chicago, Ill. 


striking his head. His blood pressure was 
88/50, pulse—60 and his arms appeared 
“blotchy.” A hypersensitivity reaction was con- 
sidered. Twelve hours later upon assuming 
the upright position his blood pressure was 
84/56, the pulse thready and return to bed was 
necessary. One week later he began receiving 
proclorperazine which was tolerated satisfac- 
torily. 

Case No. 2: A 25-year-old woman with a 
blood pressure of 120/70 on admission showed 
a diminished pressure on thioridazine 25 mgm. 
q.id. (90/60). After 24 hours on 50 mgm. 
q.id. she complained of being weak, dizzy, 
nauseated and faint. At that time the blood 
pressure was 60/0 and the pulse 60. This pa- 
tient demonstrated objective hypotension on 
other phenothiazines also. 

Case No. 3: A 19-year-old girl received 
thioridazine which was gradually increased to 
100 mgm. q.i.d. and then began complaining of 
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“feeling weak and dizzy.” Almost daily her 
medication had to be withheld once or twice 
because of hypotension (90/54 to 72/50). 
When the dosage was reduced to 25 mgm. 
t.id. her normal pressure of 120/75 returned. 

Case No. 4: This was a 31-year-old normo- 
tensive woman who became persistently hypo- 
tensive (90/60) on thioridazine 50 mgm. t.i.d. 
This was also noted when she received pro- 
clorperazine 25 mgm. b.i.d. (86/60). She had 
no subjective complaints referable to her de- 
crease in pressure. 

Case No. 5: A 44-year-old woman showed 
no indication of side effects during her first 
month on thioridazine in doses to 150 mgm. 
t.id. Then hypotension as low as 80/60 was 
noted daily even as the dosage was being de- 


creased. When medication was stopped a nor- 
mal pressure of 118/75 returned. 


CoMMENT 


It would seem that hypotension is at least 
one side effect that thioridazine (Mellaril ) 
has in common with the other phenothia- 
zines. The effect on blood pressure in these 
cases was unpredictable, not dependent on 
dosage or length of administration. 
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The monoamine oxidase inhibiting drugs 
are becoming increasingly widespread in 
their usage. They are used extensively in 
depressions, and recently one of them, 
Nardil, has been suggested to be of value in 
the treatment of angina pectoris, rheuma- 
toid arthritis, and psoriasis(1). Due to their 
widening employment and because they are 
used primarily in patients with depressive 
features we feel that acute toxic over- 
dosages of the compounds of this group 
will appear in increasing frequency. 

This case report concerns a 42-year-old 
white female, who has been a patient here 
8 times since 1953, having been diagnosed 
as a schizophrenic reaction on 7 of the 8 
admissions with paranoid type predominat- 
ing. 

The general clinical picture on previous 
admissions has been one of depression, 
psychomotor retardation, and paranoid de- 
lusions with occasional auditory hallucina- 
tions. Agitation has never been prominent. 

Three days prior to the present admission 
a local physician had prescribed Nardil : 
tabs 60, 15 mgm. t.id. On that day the 
patient took 3 tablets and the following day, 
4 tablets. On the day prior to admission she 
ingested 40 tablets at approximately 5:00 
P.M. No nausea and vomiting or gastric 
lavage was reported. No unusual behavior 
was noted that evening. The patient was 
awakened at 6:00 A.M. on the day of admis- 
sion after an uneventful night, and was 
noted by the husband to appear “drunk.” 
She could not stand up, and slowly during 
the morning her speech became thickened 
and incoherent. 

The patient was first seen on the psychia- 
tric ward approximately 19 hours following 
the reported ingestion. When seen initially, 
she was unable to hold her head up, could 

1 Phenelzine dihydrogen sulfate. 

2 Dept. of Psychiatry, L. S. U., New Orleans, La. 


3 Director of Psychiatry, Independent Psychiatric 
Unit Charity Hospital, New Orleans, La. 
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walk only with assistance, and was dis- 
oriented in all spheres. She rapidly became 
delirious on the ward, screaming incoher- 
ently, and required physical restraints. 

Physical examination revealed her to be 
in good physical condition with the follow- 
ing additional findings: B.P. 170/120 (on 
all previous admissions B.P. approx. 
110/70), pulse 100, respiration 22. 

Fixed, equally dilated pupils and general- 
ized hyperactive deep tendon reflexes were 
noted. There were no abnormal reflexes 
elicited, and eye grounds were not remark- 
able. Also prominent were isolated muscle 
fasciculations over trunk, extremities, and 
especially the jaw. There was no vomiting. 

Her hospital course was complicated by 
a moderate dehydration on 2nd hospital 
day secondary to actively struggling against 
restraints in an extremely warm environ- 
ment. Patient was rehydrated via naso- 
gastric tube over next 24 hours. Patient's 
temperature rose to 105 degrees on 2nd day 
and remained for 24 hours at this level. 
Urine output during this time was 725 cc. 
No clinical evidence of infection was 
found ; however the temperature dropped 
precipitously 12 hours after antibiotics were 
begun. A possible central hyperthermic re- 
action to the drug cannot be ruled out as 
the basis for the fever. 

Over the next 5 days the above signs 
slowly disappeared. The muscle fascicula- 
tions were gone by the 3rd day, tempera- 
ture normal by 3rd day, pupils returned to 
normal by 4th day, as did DTR’s. Manic 
behavior, including disorientation, paranoid 
delusions, auditory and visual hallucina- 
tions, disappeared by 5th hospital day. B.P. 
slowly decreased to normal (110/70) by 
5th day (all supine recordings). An FBS, 
Thymol Turbidity, and Ceph. Floc. deter- 
mined on 2nd hospital day and 3 wks. later 
were within normal limits. 

It has been reported that side effects of 
continued Nardil therapy include: hypo- 
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tension, altered liver function tests, micturi- 
tion, occasional rash, and nausea and vomit- 
ing(2). None was seen in this case of acute 
toxic overdosage. Hypertensive reactions 
and hypomania have been ascribed to sen- 
sitivity reactions(3). Features of severe 
overdosage reported and not seen in this 
case include angina-like pain, migraine-like 
headache, convulsive seizures, opisthotonos, 
and pinpoint pupils(4). 

In summary the patient represented a 
medical supportive problem the main fea- 
tures being : confined to bed, sedated with 
Sparine, and strict attention to water and 
electrolyte balance. This oral dosage of 


Psychosis associated with hypothyroidism 
is a well-known but complex disorder whose 
treatment is frequently unsatisfactory unless 
the symptomatology is a direct consequence 
of the deficiency in circulating hormone. If 
the latter be the case, thyroxin is curative ; 
otherwise, treatment methods run the gamut 
with varying degrees of success. The follow- 
ing case report describes the use of imipra- 
mine? in a post-thyroidectomy psychosis 
which failed to respond to thyroxin alone. 


Case Report : A 21-year-old WSM enlisted 
man came to the surgical outpatient depart- 
ment two months after a subtotal thyroidectomy 
for toxic goiter with complaints of weakness, 
tension, and feelings of worthlessness. When a 
repeat radioactive iodine uptake was found to 
be 8% (hypothyroid) and the conversion ratio, 
15% (low euthyroid), thyroid extract in doses 
of one grain b.i.d. was prescribed. A few days 
later, however, the onset of overt somatic and 
self debasing delusions, blunted affect and per- 
ception, and psychomotor retardation made it 


1 From the neuropsychiatric service, U. S. Naval 
Hospital, St. Albans, L. I., N. Y. Present address : 
Psychiatric Division, Bellevue Hospital, New York, 
N. Y. Opinions expressed herein are those of the 
author and do not necessarily reflect the views of 
on Navy Department or the Naval Service at 

rge. 

2 Supplied as Tofranil through the courtesy of 
Geigy Pharmaceuticals. 


POST-THYROIDECTOMY PSYCHOSIS TREATED WITH 
IMIPRAMINE 


CHARLES A. CAHILL, M.D.! 


Nardil represents approximately 12 mgm./ 
Kgm., and apparently was cleared by the 
patient in 5 days with no residual damage 
being detected. It is felt that high acute 
dosage of this drug represents a life-endan- 
gering situation if adequate supportive 
measures are not rendered. 
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necessary to admit the patient to the psychia- 
tric service. Significant details in his past his- 
tory included a record of ineffective perform- 
ance during basic training, difficulty in school, 
and a rigid, punitive upbringing in a small 
midwestern town. An EEG recorded not long 
after admission was characterized by diffuse 
slow activity of 4-5/sec. frequency, but it could 
not be stated with certainty that this pattern 
was of cortical origin ; the entire record was 
felt to be of only borderline abnormality. 

With a working diagnosis of psychotic de- 
pressive reaction secondary to thyroid de- 
ficiency, the patient was maintained on thy- 
roxin alone plus the usual ward milieu therapy. 
His grossly psychotic symptoms gradually re- 
mitted to some extent over the next 6 weeks, 
but after he was transferred to an open ward, 
marked motor and intellectual retardation re- 
appeared along with delusional ideas concern- 
ing what he fantasied to be the relationship 
between his operation and punishment for sex- 
ual activity (especially masturbation). A bat- 
tery of psychological tests given at this time 
was suggestive of schizophrenia, but the re- 
sults were not felt to be definitive in view of 
his overall depressed condition. The patient 
was not clinically myxedematous, although a 
repeat Ral was 3% and the conversion ratio, 
7% (of questionable significance, however, in 
the presence of thyroxin therapy). Phenelzine * 


83 Supplied as Nardil through the courtesy of 
Warner-Chilcott Laboratories. 
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in doses of 15 mgs. t.i.d. was then added to the 
therapeutic regimen. The patient’s condition 
nevertheless continued to deteriorate rapidly 
over the next 6 days, and because of the exi- 
gencies of his clinical status an alternative 
energizer, imipramine, was substituted for the 
phenelzine in 25 and then 50 mg. q.i.d. doses. 
The response to the latter was dramatic. Within 
two days his downhill course had been arrested 
(rapid action for imipramine, but by no 
means infrequently observed), and within 2 
weeks his psychotic symptoms had disappeared 
entirely. The patient continued to receive imi- 
pramine for 5 additional weeks beyond the 
time he had reached what seemed to be his 
premorbid status. He was maintained subse- 
quently on thyroxin alone and 2 weeks later 
was released from the hospital fully recovered. 
A 6 month follow-up report found the patient 
working steadily in civilian employment follow- 
ing honorable discharge from the service and 
getting along well on a maintenance dose of 
thyroxin. 


Discussion 


The failure of this disorder to respond to 
thyroxin alone places it among the group of 
post-thyroidectomy psychoses that are un- 


The neurotic patient is seldom admitted 
to a state hospital facility unless, as in this 
case, the patient has no exact knowledge of 
his identity or place of residence. This 
report tends to emphasize the role of psy- 
chological factors which apparently were 
dominant in the therapeutic remission of 
psychogenic amnesia of events antedating 
admission to the hospital. 


Present Illness: A 24-year-old, Caucasian, 
single, ectomorphic male was admitted with a 
history of retrograde amnesia, persistent and 
generalized cephalalgia, oscillopsia, and leth- 
argy. A hyperthermia of 99° F. and EEG find- 
ings of “borderline diffuse slowing” suggested 
the presence of encephalitis ; however, this was 
ruled out with a normal lumbar puncture and 
physical and neurological examinations. Hemo- 


1 Respectively, Senior Psychiatrist and Resident 


Psychiatrist, Metropolitan State Hospital, Norwalk, 
Calif. 


“PLACEBO” (SIMULATION ) ELECTROCONVULSIVE THERAPY 


J. A. GUIDO, M.D., anv J. JONES, M.D.! 


masked or precipitated by the surgery but 
are not caused strictly by the hypothyroid- 
ism. The patient’s psychodynamics, as sug- 
gested by the delusional content and past 
history, and his relatively unremarkable 
physical status also imply reactive rather 
than endogenous etiologic factors, yet psy- 
chic energizers were employed nonetheless 
because it would be hard to discount endo- 
genous factors altogether in the presence of 
demonstrated endocrinopathy. It is regret- 
table that clinical necessity dictated a switch 
in drugs 6 days after the commencement of 
therapy and confused the issue unavoidably 
in view of the well known time lag between 
the onset of medication and the remission 
of symptoms, but the almost immediate re- 
versal of a progressively deteriorating course 
by a drug whose mode of action differs sub- 
stantially from that of its predecessor pre- 
sents a strong argument for the efficacy of 
the imipramine, rather than of the phenel- 
zine. It would nonetheless be informative to 
try the latter again under suitable circum- 
stances.* 


4 Bibliography on request. 


gram, urinalysis, and PBI were all within the 
normal range. The MMPI, multiple drawings 
tests, sentence completion tests, Bender-Gestalt 
tests, Wechsler memory scale, and Rorschach 
tests concluded “the hysterical components 
which are usually found with individuals with 
a neurotic type of dissociative reaction seem to 
be absent in this individual.” 

Hospital Course : The patient was placed on 
a “secure ward” with an active treatment pro- 
gram and ECT, which he frequently requested. 
However, periodic psychotherapy associated 
with 8 amytal-methedrine interviews were un- 
dertaken over a period of 6 weeks without im- 
provement. He voluntarily participated in the 
various ancillary therapy programs and at no 
time displayed psychotic ideation nor affective 
disturbances. 

Since he had indicated a desire to receive 
ECT, it was felt that the presence of auto-sug- 
gestion as well as the influences of mass sug- 
gestion by other patients could be utilized ther- 
apeutically(1). He was “prepared” and in- 
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cluded with other patients awaiting ECT, 
thrice weekly. The treatments were undertaken 
in a room where another patient would receive 
ECT subsequently. An intravenous injection of 
20 mgm. of Anectine was administered, a bite 
was inserted, and after the disappearance of 
the “muscular fibrillations,” a very slight cur- 
rent (15 volts, 5 milliamps) was applied bitem- 
porally over a period of one second ; a few 
seconds later, the electrodes were removed 
and positive-pressure oxygen was administered 
until respirations returned. He remained ap- 
parently quiet but not unconscious. Several 
minutes after the second patient received a 
treatment, he displayed thrashing, purposeless 
movements and, later, complained of cephalal- 
gia, myalgia, “confusion,” and of a “wobbly” 
gait. 

He asked when his memory would returm, 
and was definitely assured that it would return 
after his sixth treatment. With each “placebo 
ECT” he became progressively “confused” and 
“amnesic” for recent events. After the sixth 
treatment, he jubilantly proclaimed complete 
restoration of his memory. Following his ninth 
“placebo ECT,” he refused to remain in the 
hospital for further psychiatric care ; occasional 
telephone calls from the patient report he is 
gainfully employed. 


SUMMARY AND CONCLUSIONS 


Nine placebo electroconvulsive _ treat- 
ments produced a definitive symptomatic 


Camptocormia, or the hysterical bent 
back, has so far not been reported in 
women. The syndrome was mentioned first 
in the literature by Brodie(1) in 1837 and 
later by several others during and after both 
World Wars when young soldiers employed 
this hysterical phenomenon to escape from 
hardships of military life and combat situa- 
tions(2-6). In the French literature, cases 
of camptocormia in non-military personnel 
from industrial areas have been reported 
(7), but none in a female. 

It therefore appears warranted to report 
the following case of camptocormia in a 
female patient : 


1 600 9th Ave., Seattle 4, Wash. 


CAMPTOCORMIA~—A RARE CASE IN THE FEMALE 


FREDERIC PAUL KOSBAB, M.D.' 


remission of psychogenic amnesia in a pa- 
tient diagnosed as Dissociative Reaction. 

The patient’s closeness with the doctor, 
ward personnel, and ancillary therapies in- 
tensified the element of suggestibility and 
the “placebo effect”(2) of electroconvulsive 
treatment. This was apparent despite the 
exclusion of “hysterical components” by psy- 
chometric examinations. 

At no time was the patient fearful or 
undesiring ; as a matter of fact, he was 
overly willing and frequently requested 
electroconvulsive treatments. Unlike the use 
of simulation ECT in chronic schizophrenic 
patients, this report dismisses the utilization 
of fear and the loss of consciousness as im- 
portant therapeutic factors(3, 4). This arti- 
cle also demonstrates the need for more 
extensive studies to encourage recognition 
of underlying “neurotic and hysterical fac- 
tors” when describing the therapeusis of 
electroconvulsive treatments. 
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A 28-year-old housewife, mother of 4, twice 
divorced and living in separation from her 3rd 
husband, entered the hospital in a stooped 
body posture, her back bent sharply from the 
hips in an angle of about 70 degrees. She com- 
plained in an angry and belligerent tone of 
voice that this painful “back condition” had 
now been present for 6 months, and before 
that on and off for 10 years, the single “spells” 
lasting from 1 day to several months. She had 
had numerous medical examinations, including 
X-rays, but the doctors had “failed to find any- 
thing organically wrong with her back” ; how- 
ever, she felt completely incapacitated and un- 
able to take care of household and children. 
The patient presented her grotesque posture 
at all times when walking around or standing 
but was able to straighten her back completely 
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when placing herself in the recumbent position. 
This latter phenomenon, together with absence 
of any structural lesions, appeared diagnostic 
for camptocormia. 

The patient, whose insistent and belligerent 
demands for further diagnostic measures and 
orthopedic procedures were ignored, was con- 
sistently and in a non-punitive manner told to 
“straighten up a bit every morning” (an ap- 
proach which was already successfully em- 
ployed by Hamlin(3)) ; she gave up her func- 
tional symptom completely after 2 weeks 
of hospitalization. Subsequent psychotherapy 
which was partly supportive, partly uncovering, 
revealed the patient to fall in the group of 
passive-aggressive personality trait disturbances 
of the aggressive type, which factor was mainly 
responsible for her difficulties and intense strug- 
gles in life, including 3 unsuccessful, combative 
marriages, a very hostile and ambivalent rela- 
tionship with mother and sister, and an alto- 
gether very unsatisfactory domestic situation. 
Under the circumstances, it appeared obvious 
that the hysterical symptom of camptocormia 
had served as effective means to escape from 
the emotional consequences of a more and 
more unbearable life situation, with relief of 
anxiety representing the fundamental and pri- 
mary gain. 

Etiologically, no significant back injury was 
found or claimed. A car accident, some 10 
years ago, was mentioned by the patient but 
not connected with the back syndrome. No 
other claims were ever made. 


Descriptions of the background and per- 
sonality of the male enuretic(1) and thyro- 
toxic individual(2) have several features in 
common. The most notable of these are a 
hostile, rejecting mother figure in early life, 
subsequent identification with such a figure, 
and the persistence of passive, feminine per- 
sonality traits. No reported cases were 
found in which these two disorders occurred 
together. 


Case Report.—The patient is an 18-year-old 
white male first seen for nocturnal enuresis 
which started at age 15. Shortly before the 


1 Manhattan State Hosp., Ward's Island, New York 
35, N. Y. 


ENURESIS AND THYROTOXICOSIS : A BRIEF CASE REPORT 


NORMAN SHER, M.D." 


The outlook for this patient appeared 
guarded, although no relapse had occurred 
in the hospital, and after a total of 9 months 
of observation further follow-up was felt to 
be desirable. 

The aforementioned case of camptocor- 
mia in a female is believed to be the first 
on record. The question why this func- 
tional syndrome, well known in males for 
over a century, has not been described in 
women before, appears of psychiatric inter- 
est and worth some further investigation. 
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onset of the enuresis his family had moved and 
bought a motel because the father had crippled 
his left hand and lost his job. The patient had 
been seen and treated by a local physician, but 
continued with his difficulty. At age 18 he 
enlisted in the Army. His enuresis persisted and 
he was seen by the GU clinic during basic 
training. No organic disease was noted. At his 
permanent assignment he was again referred 
to a medical facility and thence to the psychia- 
tric service. He was a retiring, passive indi- 
vidual who felt he and his mother were alike, 
and who seemed preoccupied with the idea of 
“having to help” his mother. It was thought 
that his enuresis was on a psychogenic basis. 
He was followed for several months with water 


restriction, probanthine and supportive psycho- 
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therapy. His enuresis, however, persisted. At 
no point was any evidence of hyperthyroidism 
noted. He then was convicted of theft, and 
placed in the stockade. Two weeks later he 
complained of increasing nervousness and 
fatigue, and was noted to have a diffusely en- 
larged, non-nodular thyroid, a fine tremor and 
a pulse rate of 120. An I 131 uptake was 72% 
in 24 hours, a PBI 27 mg.% and a BMR plus 41. 
A diagnosis of diffuse, toxic goiter was made, 
with the suggestion that this be treated surgi- 
cally after medical preparation. He was hos- 
pitalized, and treated with propythiouracil and 
later Tapazole. In two months his PBI had 
dropped to 9.5mg.% and his BMR to plus 5, but 
he was still judged to require further presurgi- 
cal preparation. The patient continued with 
his enuresis while in the stockade and during 
the first week in the hospital, but after that 
had no difficulty. 


Discussion 


There are a number of interesting fea- 
tures to this case, among which are the late 
onset of the enuresis and the acting out 


(theft). Of major interest, however, is the 
relation of the enuresis to the thyrotoxicosis. 
Two possible explanations of this are : 

1. The enuresis might be an early (and 
hitherto undescribed ) sign of hyperthyroid- 
ism on physiologic grounds alone. 

2. Both the enuresis and the thyro- 
toxicosis might represent different, inter- 
related psychophysiologic attempts in a 
given individual to cope with his life sit- 
uation. 

It seems unlikely that enuresis as a sign 
of early hyperthyroidism would not have 
been previously noted. This, along with the 
personality similarity in the (male) enuretic 
and thyrotoxic individual tend to support 
the latter hypothesis. 
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Henry M. Hurd was a man of great capa- 
bility and with a distinguished career. Some 
of his accomplishments are remembered, 
but others were never widely known, Re- 
luctantly, he prepared autobiographical in- 
formation that appeared under the heading, 
“Some Random Recollections,” as the last 
chapter in a biographical volume by his 
friend and admirer, the well known gyne- 
cologist Thomas S. Cullen(1). The book(2) 
with its personal reminiscences of Hurd 
has apparently received little attention. It is 
a small work, less than 150 pages, including 
a bibliography of Hurd contributed by Min- 
nie Wright Blogg, Librarian at The Johns 
Hopkins Hospital. Cullen prepared his book 
at the request of members of the Hospital 
Board of Trustees. He had joined the hos- 
pital in 1891, encountered Hurd profession- 
ally, and became one of his friends. Later 
he wrote “. . . until] now I have never had 
the slightest conception of the tremendous 
amount he has accomplished and of how 
largely he has been responsible for the 
phenomenal success of The Johns Hopkins 
Hospital” (2). 

Hurd tells us he was born in Union City, 
Michigan, on May 3, 1843, the son of a phy- 
sician, Dr. Theodore Canfield Hurd. His 
mother was Eleanor Eunice Hammond. His 
father is described as a man of energy, fore- 
sight, business acumen, and love for his pro- 
fession. He was a graduate of Yale Medical 
School. 

Henry Hurd’s early years were spent on a 
farm near Union City. His father died in 
1845. His mother married a younger brother 
of her deceased husband. This brother and 
another were also physicians. Still other 
relatives were of this profession. His step- 
father was recalled as a kind man, interested 
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in the education and development of his 
three stepchildren. 

In 1854 the family moved to Galesburg, 
Illinois. There, at age 14, Hurd entered 
Knox College. For reasons of health and be- 
cause of conflicts between rival factions for 
control of the college, Hurd remained at 
home for one year after having completed 
two years of study at the college. He taught 
at a country school. In 1861 he entered the 
third year at the University of Michigan in 
Ann Arbor and was graduated in 1863. He 
appreciated the change in school because 
contacts with teachers and students coming 
from distant places were more stimulating. 
Among the most stimulating influences was 
Andrew D. White who subsequently be- 
came President of Cornell University. 

Hurd studied medicine under a preceptor, 
took a course of medical lectures at Rush 
Medical College in Chicago and another at 
the University of Michigan. He was gradu- 
ated in medicine in March, 1866. Failing to 
gain entrance into the United States Navy 
on the ground of being a poor health risk, 
he was to say later, “I now recognize that 
this unkind verdict was probably one of the 
best pieces of good fortune I ever had”(1). 

C. B. Burr, Hurd’s successor at a later 
position in Pontiac, Michigan, tells us that 
Hurd’s preceptor in his medical studies was 
his stepfather, and that after his graduation 
as a physician he did hospital work in New 
York where he studied also before moving 
to Chicago(3). There he was in general 
practice for two years. 

In 1870 he was invited to serve as a medi- 
cal officer in the State Hospital for the 
Insane at Kulamazoo, Michigan. E. H. Van 
Deusen was in charge. “I expected to remain 
during the summer only, but became so 
much interested in the work that I accepted 
a permanent appointment and remained in 
Kalamazoo eight years”(1). In 1878 he be- 
came assistant superintendent but left after 
a few weeks to take charge of the Eastern 


a 
; 
> 
5 
: 
> 
AC 


1961 } HISTORICAL NOTES 843 


Michigan Hospital for the Insane at Pontiac. 
“This institution I opened, organized and 
conducted for 11 years, or until 1889”(1). 
Hurd became active in the Association of 
Medical Superintendents of American Insti- 
tutions for the Insane (later the American 
Medico-Psychological Association and final- 
ly the American Psychiatric Association ) 
(4). He served as Secretary (1893-1897) 
and President (1898-1899). He edited the 
American Journal of Psychiatry from 1897- 
1904. In his hospital work he opposed un- 
necessary restraint of patients, favored their 
employment, supported the cottage plan 
and was associated with all progressive de- 
velopments. He was active in several medi- 
cal organizations. 

In 1889 he was appointed superintendent 
of The Johns Hopkins Hospital, which office 
he held until 1911, when he retired to be- 
come Secretary of the Board of Trustees. 
Burr tells us that Hurd hesitated to accept 
the Johns Hopkins appointment. It meant 
relinquishing his clinical psychiatric con- 
nections. He was strongly encouraged to 
accept(3). He had already started a new 
institution and now he had a similar oppor- 
tunity. Cullen wrote, “In this institution he 
was destined to establish later the most har- 
monious relationship between the hospital 
and The Johns Hopkins Medical School 
which opened its doors in 1893. His wise 
council, his broad vista and his tact have in 
large measure been responsible for the con- 
tinuous cordial and intimate relations that 
have always existed between the medical 
school and the hospital”’(2). It has been 
stated that Hurd’s abilities and his character 
are reflected especially well in the series of 
annual reports of the Hospital from 1889 to 
1911. In his first report he mentioned the ap- 
pointments of Osler, Welch, Kelly and Hal- 
sted. He stressed the services of Billings (a 
later professional collaborator(15), and 
President Gilman especially. 

Hurd initiated The Johns Hopkins Hos- 
pital Bulletin and The Johns Hopkins Hos- 
pital Reports. He served as editor of both 
and many an article had to be reworked 
completely by him. He has been accorded 
much credit for their early success. His own 
writing continued with emphasis on medical 
education, nursing education, hospital man- 

agement and psychiatry. One of Hurd’s 


best known publications is his edited four 
volume Institutional Care Of The Insane 
In The United States And Canada(5). He 
alone wrote the first volume. 

For a view of the man and his impres- 
sion on others we turn to Cullen’s colorful 
description : 


Dr. Hurd did not hold himself aloof from the 
house staff, but after the evening meal often 
dropped into the reading room to have a chat 
with the men congregated there. Every now 
and then an informal invitation came to dine 
with Dr. Hurd, Mrs. Hurd and his daughters. 
These were red letter occasions—events never 
to be forgotten. 

Every one of the men who was connected 
with the hospital during Dr. Hurd’s time has 
a vivid recollection of that tall, slender figure 
passing silently down the corridors with his 
head bent slightly forward and apparently 
walking on air, his tread was so light. He rarely 
was content to mount the stairs one step at a 
time, he invariably went up two at a time with 
his arms outstretched as if he contemplated an 
aerial flight. 

Celebrated men who are closely associated 
with large numbers of young men are often 
given a special name as a mark of the esteem 
and affection in which they are held. When 
the men of the hospital staff of 20 years ago 
gather together and discuss old times they al- 
ways refer to “Uncle Hank” with the warmest 
regard. 

The visitor to the hospital—-the one who 
comes to stay a few weeks or months—while 
impressed by the good work done in the various 
departments and by the original articles pub- 
lished by the hospital is more impressed by 
the spirit of cooperation and good fellowship 
that exists in the hospital and medical school. 
Dr. Hurd and the “Big Four”—Drs. Osler, Hal- 
sted, Kelly and Welch—have in large measure 
been responsible for this delightful atmosphere. 

Many of the senior members of the hospital 
staff have been geniuses and it is a well-known 
fact that geniuses frequently become so en- 
grossed in their individual subject that they 
are temporarily totally oblivious to the fact that 
other people have to be considered and that 
these people have precisely the same rights 
and privileges as they. A tactful, gentle, but 
firm tug emanating from the superintendent's 
office would awaken such an individual from 
his revery. It was this absolute fairness on the 
part of Dr. Hurd that won for him the con- 
fidence and affection of the senior staff. They 
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knew that they would always get a square 
deal (2). 


Hurd had been carrying the entire re- 
sponsibility for editing the hospital publica- 
tions. On Jan. 9, 1899 Osler wrote to him 
suggesting that “there should be an Editorial 
Committee composed of you and Mall, and 
Abel, and Howell and a couple of the 
younger men, with Smith as Secretary to do 
the proof-reading and to relieve you of all 
the worry of it”(6). 

Dr. Hurd’s increasingly burdensome ac- 
tivities, however, probably did not account 
for the impression of a “crotchety exterior” 
that some persons observed. They never 
detracted from his helpfulness. Heuer re- 
called, “He did many kind deeds for young 
men about the hospital, few of which even 
became known. A rather forbidding man 
because of his caustic tongue, he had a keen 
sense of humor’(7). Hugh Young told of 
Hurd receiving letters from prominent phy- 
sicians for aid in retrieving manuscripts that 
Welch permitted to accumulate without re- 
ply(8). In addition to other tasks, Hurd 
would hunt through Welch’s collections, 
during his absence, to find and return the 
missing items. Amongst these observations 
are others which pictured him as often 
cautious and non-committal in letters and 
transactions(9). 

It was probably no accident that Cushing, 
telling of the youth of Osler, Welch, Halsted 
and Kelly at the time of their Hopkins ap- 
pointments included Hurd too(6). And 
Welch’s biographer, describing the “Big 
Four,” added, 


President Gilman himself undertook to find 
the last of the men absolutely necessary for 
the functioning of a hospital, the superintend- 
ent, and chose the head of an insane asylum 
in Pontiac, Michigan, Henry Hurd . . . Hurd 
at Johns Hopkins proved to be the ablest 
hospital superintendent of his time in America 
(10). 


Hurd was linked directly with the Big Four 
also by Lewellys Barker(11). Yet there 
were other men of great merit in the early 
years of the hospital and medical school. 
Mall is one example(12). Hurd alone seems 
consistently to be accorded this fifth po- 
sition. It is of interest too that Hurd shared 


the historical perspectives of his colleagues 
and was especially concerned with early 
as) about The Johns Hopkins Hospital 

To raise the question whether the “Big 
Four” reference should be more suitably the 
“Big Five” may appear to be stretching a 
point. The fact is that Kelly, according to 
his recent biographer, “always insisted that 
Hurd was as much one of the founders of 
the School of Medicine as were the original 
four department heads”(14). This precise 
statement is amply supported by an asser- 
tion of Cullen : 


I have always felt that Hurd should have been 
included in Sargent’s portrait group of the “Big 
Four.” It should have been five. In his life Dr. 
Hurd did as much for Johns Hopkins as any 
of the four and it might easily be shown that 

Welch and Osler and Halsted and Kelly 
would never have had the reputations they 
made, except for Hurd. He founded the Hop- 
kins Hospital Bulletin before there was a 
medical school and he started the Hopkins 
Reports and edited both for years. The four 
others recognized in theory that they should 
record what they were doing and finding out ; 
but it was Hurd who made them do it. He kept 
after them all the time to write up their ex- 
perimental werk and their interesting cases, 
their clinical observations and laboratory find- 
ings, for the Bulletin first and then for the Re- 
ports ; never let them rest until they had done 
it. 

And that more than anything else, as they 
all recognized was what made Hopkins’ name, 
and theirs. Especially in Europe. Hopkins Bul- 
letins were known in the European clinics be- 
fore the hospital had been going three years. 
So, thanks to Hurd, were the names of the “Big 
Four.” Like most men who do things, they got 
their satisfaction in doing them. It was Hurd 
rors made them write and made them famous 

16). 


Some aspects of Hurd’s work and person- 
ality have been mentioned briefly, and the 
idea of a “Big Five” has been suggested by 
documentation and implication. But there is 
more to the essence and importance of his 
contributions. His activities, writings, per- 
sonal associations and the full impact of 
his efforts must await another report. 
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THE FIRST ELECTROCONVULSIVE TREATMENT 
GIVEN IN THE UNITED STATES 


SYDNEY E. PULVER, M.D.' 


The readmission of the first person treated 
with electroconvulsive therapy at the Insti- 
tute of the Pennsylvania Hospital provided 
the stimulus for this brief note on the intro- 
duction of electroconvulsive therapy to the 
United States. 

As far as I can determine, the first treat- 
ment in the United States was given by Dr. 
Victor A. Gonda. It is best described in the 
words of his son : 


In midsummer of 1939, dad was in communi- 
cation with Cerletti and in November of that 
year he received delivery of an Italian machine 
(including a separate ohm-meter) made by G. 
Zurli and Dr. A. DeRegibus in Genoa, Italy. 
For the first two months dad did not begin 
treatments, while in his cautious and methodi- 
cal manner he tested out the apparatus on ex- 
perimental animals (producing convulsions). I 
recall vividly also, just before Christmas of 
1939, his placing the electrodes on his own 
thigh, experiencing a violent contraction of his 
muscles and injuring his leg which hit the 
table. Subsequently, he was concerned about 
the possible pain patients might experience 


were they not immediately rendered uncon-.. 


scious. This delayed his giving of the first 


1 Institute of the Pennsylvania Hospital, Philadel- 
phia, Pa. 


treatment until late January of 1940 at the 
Parkway Sanitarium in Chicago. I recall the 
anxieties and the tensions experienced with the 
giving of the first few treatments, having ac- 
companied my father to the Sanitarium on 
those occasions. By May of 1940, dad had 
treated several patients and had learned many 
nuances relative to the treatment. 


The first treatment mentioned above was 
given some time before January 20, 1940. 
Shortly thereafter, on February 6, 1940, 
Doctors David J. Impastato and Renato J. 
Almansi treated their first patient at Colum- 
bus Hospital, New York City, using a ma- 
chine brought by Almansi from Italy. 

Meanwhile, interest was aroused, and 
American machines were being constructed. 
Using a machine constructed by Mr. Frank- 
lin Offner of Chicago, Dr. Douglas Gold- 
man treated his first patient on April 23, 
1940 at Longview State Hospital, Ohio. An 
earlier American machine, designed by Dr. 
Joseph Hughes, was constructed by Mr. 
Fritz Schindler at the Insiitute of the Penn- 
sylvania Hospital. Construction was finished 
late in 1939, and a series of cats and mon- 
keys were treated and later studied for cere- 
bral damage. The first human treatment 
with this machine was administered by Dr. 
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Hughes and Dr. Lauren H. Smith on May 
1, 1940. The subsequent history of this pa- 
tient is interesting. At the time of her first 
treatment she was 50 years old and had 
been hospitalized for 4 years with “intract- 
able” involutional depression. Twelve Met- 
razol convulsions had previously been 
ineffective. Treatment on May 1 was sub- 
convulsive ; and it was not until the fifth 
treatment on May 17 that a convulsion was 


produced. After 23 treatments in the next 
several months, she showed no signs of de- 
pression, and was discharged in 1941. She 
remained well for 18 years! In 1957 she 
was hospitalized with a second depression, 
which required 9 treatments to effect a re- 
mission. Although the original machine still 
resides at the Institute, sentiment did not 
prevail and she was treated with a more 
modern apparatus. 
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COMMENTS 


A NATIONAL INSTITUTE OF SOCIAL AND 
BEHAVIORAL PATHOLOGY 


Our discussion of research areas in the 
common frontiers of psychiatry and law(1, 
2) far from exhaustive though it is, has 
nevertheless indicated how vast the field of 
psychiatry and the law is now perceived to 
be. The map of common problems of social 
and behavioral pathology has unfolded 
gradually through the years. In our view the 
moment is opportune to provide a national 
center of investigation designed to provide 
a continuing stream of initiative, an integrat- 
ing focus, and a place of work entirely de- 
voted to the study of social and behavioral 
pathology. 

Such an institute should be geographically 
inclusive in the sense that it should take 
intellectual responsibility for examining the 
problems in the national context. It will 
naturally assume some special responsibility 
for the locality where it may be situated. 
Preoccupation with national trends and 
potential developments would not blind the 
Institute’s investigators to the world con- 
text, and to the importance of comparative 
research studies which seek the significant 
phenomena regardless of political bound- 
aries. A National Institute of Social and 
Behavioral Pathology would be a natural 
participant in the work of similar establish- 
ments at every level—personal, local, na- 
tional, international. 

A broad responsibility of the Institute 
would be to aid in the clarification of na- 
tional achievement objectives in the fields 
of law and mental health. It would undoubt- 
edly operate within the fundamental as- 
sumptions of human dignity which are in- 
corporated in the aspirations of American 
society and partially articulated in such 
instruments as the Universal Declaration of 
Human Rights. Goal clarification calls for 
the presentation of long-range, middle- 
range, and more immediate objectives. 

The clarification of goal called for above 
must be conducted in the light of depend- 
able information about the remote and 
recent past, and the projection of the 


future. Since existing machinery for the 
obtaining of essential statistics is wholly 
inadequate, one prime task of the Institute 
would be to set up procedures for the col- 
lection, evaluation and publication of 
needed information concerning the inci- 
dence and prevalence of various forms of 
crime and alleged crime, their disposition 
by the social, police, prosecutory, judging 
and incarcerating agencies, including pro- 
bation and parole. Hopefully these initia- 
tives would lead to the development and 
dissemination of more psychologically il- 
luminating data. 

The core of the Institute’s work, as in- 
dicated throughout our papers, is the dis- 
covery and verification of social and 
behavioral hypotheses that explain the in- 
dividual and social dislocations that con- 
cern us. Thinking nationally, it is evident 
that the varied circumstances among the 
several States permit us to design experi- 
ments in nature—using States as “control” 
for each other, comparing by field studies 
factors—demographic, economic, ethnic, for 
instance—that predispose to high rates of 
crime in some areas and to greater conform- 
ity in others. Investigative methods would 
be in no wise restricted to this pattern, of 
course. As our review of promising lines of 
attack has suggested, there is room for much 
versatility which it will be one of the 
principal aims of the Institute to encourage. 
It is of fundamental importance to provide 
a hospitable environment for the pursuit of 
every promising lead, and to guard against 
the domination of inquiry by advocates of 
any one set of factors, whether economic, 
political or professional. 

Besides the broad definition of the over- 
riding objectives of American society the 
problem will be to study a limited array of 
socio-legal possibilities in terms that bring 
out the social costs as well as the probable 
gains of following a particular sequence of 
change. In terms of culture, social class, 
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interest group, and personality form these fraternity of organized intellectual states. 
costs (and gains) need to be brought into Lawrence Zelic Freedman, M.D. 
the clear light of rational assessment. Harold D. Lasswell, Ph.D. 

In a word we are affirming that the many BIBLIOGRAPHY 


common frontiers of psychiatry and law 1. Lasewell, H. D., and Freedman, L. Z.: 


involving social and behavioral pathology qm J, Psychiat., 117: 490, Dec. 1960. 


now justify a national effort at joint explora- = 9. ‘Freedman, L. Z., and Lasswell, H. D. : 
tion, settlement, and incorporation into the Am. J. Psychiat., 692, Feb. 1961. 


; 
| 
i 
4 
ine 
4 
4 


CORRESPONDENCE 


SENSORY DEPRIVATION 


Editor, THz AMERICAN JOURNAL OF PsycuI- 
ATRY : 

Sim : Referring to the letter of Jack Arbit, 
Pu.D., in the November 1960 issue which 
gives important information about early 
research on the subject of sensory depri- 
vation, quoting other research in the same 
area recently published in the APA Journal, 
may I point out that some of the work 
which was done during the war in Switzer- 
land has not been quoted by any author in 
your journal. 

Your readers may be interested to know 
the results of the research which I pub- 
lished in Schweizerische Zeitschrift fur Psy- 
chologie, 1948 Band VII. Heft 1, Verlag 


Hans Huber, Bern, entitled Die Psycholo- 
gie der isolierten Gruppe. The observations 
were made in Swiss labor camps during 
World War II for refugees and aliens who 
lost their passports because their countries 
of origin were invaded, and also in remote 
Swiss mountain areas and state hospitals. 
It is to my knowledge the only psycholo- 
gical treatise commended by Dr. Albert 
Einstein, who in a letter to me made an in- 
teresting comparison between the psycho- 
logical phenomena I observed and certain 
electrical physical phenomena. 
Ben A. Finkelstein, M.D. 
Eastern State Hospital, 
Lexington, Ky. 


TREATMENT IN TRANSVESTISM 


Editor, THe AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sim : In the September, 1960 issue of your 
Journal, Dr. Veronica M. Pennington in the 
paper “Treatment in Transvestism” de- 
scribes a successful outcome in the treat- 
ment of a 3l-year-old transvestite. It is con- 
cluded : “Transvestism is perverted behav- 
ior which has been corrected chemically by 
the phrenotropic agents nialamide, chlor- 
promazine, and meprobamate. . . .” 

This case report calls to mind a 40-year- 
old divorced man who consulted me as an 


outpatient in July 1956 with a chief com- 


plaint of transvestism since age 12. He was 
seen in 4 sessions of psychotherapy. During 
the last session he announced his intention 
to marry again the following September. 

He consulted me again in July 1960 be- 
cause of trouble in being assertive in his 
marriage, both with his wife and teen-age 
stepson. Tranvestism was not a symptom 
nor had it been in the intervening years. 

The effective agents in psychiatric inter- 
ventions are difficult to specify. 


Robert D. Gillman, M. D., 
Washington, D. C. 


ORDINAL POSITION 


Editor, THz AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sm : Dr. Hanus J. Grosz’ comment on the 
supposed lack of significance of ordinal 
position in the family (Am. J. Psychiat., 
117 : 165, 1960) omits consideration of one 
of the most important papers on the subject, 
McArthur’s “Personalities of First and Sec- 


ond Children (Psychiatry, 19: 47, 1956). 
This paper seems to have appeared too late 
to be included in the 1956 reviews by Koch 
which Dr. Grosz quoted. 

The McArthur paper, based on a three 
generation study of normals, suggests that 
“the first child in a family is more commonly 
adult-oriented, while the second child is 
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more likely to be peer-oriented.” It also in- 
dicates that “of the various traits that arise 
from first-born and second-born orienta- 
tions, sensitive seriousness in the first and 
easy-going friendliness in the second seem 
best documented.” 

The McArthur study appears to be both 
thorough and accurate, and apparently in 
accord with much clinical experience. The 
reason for McArthur’s findings might be 
found by viewing the family as a hierar- 
chical structure (N. S. Lehrman: “The 


Family : a Biosocial Hierarchy ; How De- 
mocracy Begins at Home,” paper read be- 
fore the A.A.A.S., Dec. 1959). In this hierar- 
chy, particular importance for any one 
individual can be seen as resting on the 
person next above him. The mother will 
usually be next above the adult-oriented 
oldest child, while an older sibling will tend 
to be next above the peer-oriented younger 


sibling. 
Nathaniel S. Lehrman, M.D., 
Great Neck, N. Y. 


REPLY TO FOREGOING 


Editor, THz AMERICAN JOURNAL OF PsycuI- 
ATRY : 

Sim : A review of the literature on the sig- 
nificance of ordinal position in the family 
does not support the claim that this factor 
can be singled out as a determinant of spe- 
cific personality traits. In individual in- 
stances in which ordinal position appears 
to be of importance its meaning differs 
greatly from one person to another and 
from one intrafamilial setting to another. 

In regard to the McArthur study, quite 
apart from its own merits, one cannot help 
but question the pertinence of his conclu- 
sions to the significance of ordinal position 
in general. The participants in his study were 
drawn from a group of volunteers at Har- 
vard University and as McArthur himself 
remarks, “It is possible, of course, that the 
phenomena reported are peculiar to the 


Harvard Scene.” This impression is further 
reinforced by McArthur’s observation that 
even within this highly selected population 
sample “among the private-school boys .. . 
44% of the first-born were classified in com- 
plete agreement with first child theory, 
while only 25% of the public-school first 
borns were so typical.” 

There are other equally obvious biases 
which have gone into the McArthur study 
which cannot be discussed in this brief 
answer to Doctor Lehrman’s letter. At any 
rate, it hardly seems warranted to alter one’s 
conclusions which are drawn from the lit- 
erature as a whole, on the basis of this 
study. 


Hanus J. Grosz, M.D., 
Albert Einstein College of Medicine, 
Yeshiva University. 
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Robert Bush McGraw, Professor of Clin- 
ical Psychiatry of the College of Physicians 
and Surgeons of Columbia University, died 
at the Harkness Pavilion of the Presbyterian 
Hospital in New York City on October 2, 
1960, at the age of 64. 

He was born in Cortland, N. Y., on No- 
vember 16, 1896. He came from a family of 
whom many were good doctors, including 
his maternal grandfather who served his 
community for a half century. Dr. McGraw’s 
early education was in McGraw, a small 
village near Cortland. When he was 14 his 
family moved to England and there he at- 
tended the Boys’ Grammar School at Hit- 
chin, Hertfordshire, later completing his sec- 
ondary education at the Finsbury Technical 
College in London, England. In 1914 at the 
age of 18, he entered Cornell University for 
his undergraduate years and continued in 
the same school for his medical training, 
receiving his Bachelor’s degree in 1918 
and his M.D. in 1921. During his school 
years he had many interesting positions in 
hospitals and spent one summer in the 
office of his uncle who was a medical prac- 
titioner. 

After graduating from medical school 
and before entering upon his internship on 
the Second Medical Service at Bellevue 
Hospital, he spent a 6 months’ period as 
medical intern at the New York Hospital, 
Westchester Division, at that time Bloom- 
ingdale Hospital, and was assistant phy- 
sician there from January 16, 1924 to June 3, 
1925. 

Dr. McGraw became Instructor in Psy- 
chiatry at the College of Physicians and 
Surgeons, and Clinical Assistant at Vander- 
bilt Clinic in 1924, and between 1925 and 
1927 was closely associated with Thomas 
W. Salmon, the Professor of Psychiatry at 
Columbia. About the same time he joined 
George Draper’s Constitutional Clinic and 
collaborated with him in the formulation of 
one of Dr. Draper’s 4 panels, the psychiatric 


IN MEMORIAM 


ROBERT BUSH McGRAW 
1896-1960 


panel, and in the investigation of peptic 
ulcer and other psychosomatic problems. 
Dr. McGraw’s rise in the Department of 
Psychiatry was rapid. He assisted Dr. Sal- 
mon in plans for The Medical Center then 
moving to Washington Heights and was 
made Chief of the new Outpatient Depart- 
ment and Clinical Professor of Psychiatry in 
1928. 

One of Dr. McGraw’s chief duties as head 
of the Psychiatric Outpatient Department 
was the organization of the teaching of the 
third year clinical clerks. He also estab- 
lished a Children’s Psychiatry Department 
as part of the service. Dr. McGraw gave a 
great deal of time and enthusiasm to his 
teaching and was one of the first to advo- 
cate visits by clinical clerks in psychiatry 
to the homes of their patients, a practice 
later incorporated into comprehensive care 
at other medical centers. He organized the 
first psychiatric consultation service for the 
Presbyterian Hospital and at his death was 
Attending Psychiatrist there. In World War 
I as a student at Cornell, Dr. McGraw was 
a member of the Student Army Training 
Corps. 

During World War II he was a Senior 
Consultant for the Veterans’ Administration 
and did much to arrange for the screening 
and treatment of veterans needing psycho- 
therapy. He also helped to organize a psy- 
chiatric clinic for the Home Service Depart- 
ment of the American Red Cross. 

In 1944 and 1945 Dr. McGraw adminis- 
tered a training program for Army doctors 
at the Vanderbilt Clinic. This consisted of 
three twelve-week periods of training and 
clinical instruction in the Fundamentals of 
Neuropsychiatry for a total of 150 officers. 

In addition to teaching and lecturing at 
Columbia he came to grips with many prac- 
tical problems of his day. Before the forma- 
tion of the American Board of Psychiatry 
and Neurology he published a paper in the 
Journal of Nervous and Mental Disease, 
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February 1931, “Are Neurology and Psychi- 
atry Separate Medical Entities ?” He said, 
“I think we must recognize the fact that the 
public is choosing psychiatrists under that 
label more and more; and, further, that 
they are beginning to understand that a 
psychiatrist means a physician, medically 
trained, and not simply psychologically and 
pedagogically trained. A neurologist should 
be extremely well trained in neuroanatomy 
and perhaps the notion should be expressed 
that a man might be both neurologist and 
psychiatrist but could be either.” He was 
interested in problems of hypochondriasis, 
insomnia, and recoverable mental disturb- 
ance of the aged. He also addressed himself 
to the serious problems of medical and psy- 
chiatric indications for abortion and alerted 
all of us to the importance of knowing the 
law of the land and time. He made very 
worthwhile contributions to the American 
Handbook of Psychiatry. In his teaching and 
practice he was interested in all forms of 
treatment which brought the psychiatrist’s 
skills to the greatest number of patients. 
Dr. McGraw was chairman or president 
of most of the important New York psy- 
chiatric societies. His philosophical, histori- 
cal and literary contributions at the Vidon- 
ian Club, which he loved, will be long re- 
membered. To all associated with him in 


school, hospital and the community he was 
the ideal of a good doctor, friend and hu- 
manitarian. 

As a member of the Madison Avenue 
Presbyterian Church, he took interest in 
adding to the membership’s information re- 
garding medical and psychiatric subjects 
and assisted in setting up standards for 
seiection of missionary personnel for the 
Presbyterian Church. In recognition of this 
service he received a citation on the 29th 
Anniversary of the Missionary Society’s 
Medical Department. He was active in the 
State Mental Hygiene Commission of the 
State Charities Aid Association, a member 
of the Council on Widows and Orphans and 
a member of a committee to study the care 
and education of epileptic children in pub- 
lic schools and homes under the Board of 
Education of the City of New York. Dr. 
McGraw was also a member of the Advisory 
Qualifying Committee of the Workmen's 
Compensation Board of the New York 
Academy of Medicine and member of its 
Committee on Medical Information. 

Dr. McGraw married Catherine Ruth 
Ross on January 2, 1924. Besides his wife, 
he is survived by a daughter, Anne Barbara 
McGraw, and a son, Robert Bush McGraw, 
and 3 grandchildren. 

James H. Wall, M.D. 
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Dr. Rapaport.—At the early age 
of 49 occurred the death, December 14, 
1960, of Dr. Rapaport, psychologist of the 
Austin Riggs Foundation at Stockbridge, 
Mass. 

Dr. Rapaport was born in Hungary and 
received the degree of Ph.D. in psychology 
from the University of Budapest. 

Coming to the United States in 1938, he 
joined the staff of the Osawatomie (Kansas ) 
State Hospital, going later to the Mennin- 
ger Clinic at Topeka as chief psychologist, 
where he became the director of research. 

Since 1948 he had been a member of the 
Austin Riggs Foundation as research asso- 
ciate in charge of psychology and director 
of psychological testing methods, as de- 
scribed in his Manual of Diagnostic Psy- 
chological Testing. 

Rapaport’s most ambitious publication is 
his Organization and Pathology of Thought, 
published in 1951 by the Columbia Univer- 
sity Press. This huge volume represents an 
enormous amount of work, including the se- 
lection and translation of 27 major contribu- 
tions in the German and French literature, 
many not readily accessible to English read- 
ers, and supplying as well extensive running 
commentaries throughout. In an ample con- 
cluding chapter Rapaport seeks to integrate 
the texts of the various authors and adds 
relevant more recent data. The keynote he 
followed in this work was the statement in 
the first line of his Preface: “The knowledge 
that thinking has conquered for humanity is 
vast, yet our knowledge of thinking is scant.” 


AMERICAN PsycHosomatic Socrety.—The 
Society's 18th annual meeting will be held 
at Chalfonte-Haddon Hall, Atlantic City, 
April 28 to 30, 1961. The meeting will be- 
gin Friday evening, April 28, at 8:30 o'clock. 

Registration is Friday afternoon from 
3:00 to 5:00 and from 7:00 p.m. The regis- 
tration fee for non-members of the Society 
is $5.00. Students, interns, residents, and 
fellows, $1.00 and presentation of proper 
identification. 


Tue American Boarp oF PsyYCHIATRY 
anp Nevuro.ocy.—The Board will hold 3 
examinations in 1961: March 20 and 21— 
New Orleans, La. ; October 9 and 10—Chi- 
cago, Ill.; and December 11 and 12—New 
York, N. Y. 

Effective January 1, 1962, the following 
fee schedule will be adopted : application 
fee, $75.00; examination fee, $100.00; re- 
examination fee (complete re-examination ) , 
$100.00 ; re-examination fee (1 or 2 sub- 
jects ), $75.00. 


Dr. Warten Woopwarp.—One of the 
leading exponents and practitioners of oc- 
cupational psychiatry in the United States, 
Dr. Walter D. Woodward, consulting psy- 
chiatrist to the American Cyanamid Com- 
pany, died Oct. 8, 1960, at the age of 44. 

A graduate in Arts from the University 
of Michigan, Dr. Woodward received his 
M.D. degree from the University of Vir- 
ginia in 1943. He took graduate work in psy- 
chiatry at the U.S.P.H.S. Hospital on Staten 
Island and at New York Hospital. He be- 
came a member of the medical staff of the 
American Cyanamid Co. in 1947 and con- 
tinued in that position until his death. 

As exemplar, planner and teacher of psy- 
chiatry in industry, particularly in its pre- 
ventive aspects, Dr. Woodward had created 
for himself an enviable career. The value of 
his leadership was widely recognized. 


Seconp INTERNATIONAL CONFERENCE OF 
Human Genetics.—This Conference will be 
held in Rome, Italy, September 7-12, 1961. 

The 7th International Congress of Neu- 
rology will be held in Rome at the same 
time and a joint session between the two 
bodies will be arranged. 

The Genetics Conference will be held in 
the Conference Building of the Food and 
Agriculture Organization of the United Na- 
tions. Professor Luigi Gedda is chairman 
of the organizing committee. 

Registration fees: full membership, in- 
cluding proceedings, $30.00; without pro- 
ceedings, $15.00; associate membership, 
$10.00. 

Following the Conference an official tour 
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will be arranged to Naples, Sorrento, Amal- 
fi, Salerno and Paestum. 


Tue Yate Center or ALconot Srupres 
AND LABORATORY OF APPLIED BIODYNAMICS. 
—The Center regretfully announces the de- 
cision of the University that, valuable as 
the work of the department has been for 
the past 40 years and promises to be in the 
future, its continuation as a part of Yale 
University is inappropriate. 

The major reasons for this decision are : 
the diversity of academic disciplines repre- 
sented in the Center’s research program, and 
the applied rather than purely academic 
nature of some of its responsibilities and 
activities, make it difficult to locate the or- 
ganization in any of the traditional depart- 
ments at Yale under its current educational 
policy ; furthermore, the University cannot 
increase its contribution to the necessarily 
expanding financial needs of this program. 

The Yale Corporation has pledged con- 
tinued support to the Center for a reason- 
able period to allow, first, completion of 
current research programs and, second, de- 
velopment of steps to facilitate in a setting 
other than Yale the orderly continuation of 
its documentation, publication, educational 
and other activities. 

The projected 19th annual session of the 
Summer School of Alcohol Studies, and the 
Alumni Institute already announced to its 
3,300 graduates, both scheduled for July 
1961, are to be held at Yale University as 
planned. 


ARBEITEN AUS DER DEUTSCHEN Forscu- 
UNGSANSTALT FUR PSYCHIATRIE IN MUNCHEN. 
—22nd ed. Max-Planck-Institut. (Berlin, 
Gottingen, Heidelberg: Springer—Verlag, 
1960. No price quoted. ) 

This weighty volume is an assemblage of 
53 papers by 28 authors emanating from the 
Max-Planck-Institut and representing recent 
work at this Center. 

The whole range of neurological, psy- 
chological and psychiatric subjects is rep- 
resented in this volume, in which the ac- 
tual offprints have simply been bound to- 
gether. 


Nurses Atrenp APA Instirute.—Psychi- 
atric and mental health nursing consultants 


met in Sale Lake City on October 16, 1960, 
the day before the Mental Hospitals Insti- 
tute of the American Psychiatric Associa- 
tion, to discuss programs in their states and 
regions. Margaret L. Cavey, psychiatric 
nursing consultant, chaired the meeting. 
Among the topics discussed were: the 
changing role of nursing personnel in the 
open hospital ; psychiatric units in general 
hospitals ; care of the aged in nursing homes 
and the role of the LPN in psychiatric hos- 
pitals. 


5rH Concress or LecaAL MEDICINE AND 
or SociaL Mepicine.—This Congress will be 
held in Vienna, May 22-27, 1961. Professor 
Dr. Leopold Breitenecker, Director of the 
Institute of Legal Medicine, University of 
Vienna, is President. All aspects of forensic 
medicine will be represented. 

Further information is available from the 
Secretariat of the 5th Congress of the In- 
ternational Academy of Legal Medicine and 
of Social Medicine, Vienna 1X, Sensengasse 
2, Austria. 


THe MENNINGER Founpation.—Dr. S. I. 
Hayakawa, internationally noted seman- 
ticist, has been appointed an Alfred P. Sloan 
Visiting Professor in the Menninger School 
of Psychiatry at Topeka, Kansas. He will 
serve for about three months from mid- 
January 1961. 

Dr. Hayakawa is professor of language 
arts at San Francisco (Calif.) State College 
and is editor of ETC., a quarterly review of 
general semantics published by the Inter- 
national Society for General Semantics. He 
has held visiting professorships at Columbia 
University Teachers College, the University 
of Notre Dame, and the University of 
Hawaii. 

In 1959 he was awarded the Claude 
Bernard Medal for Experimental Medicine 
and Surgery by the University of Montreal, 
the only non-physician to have been so 
honored. 


AMERICAN OrTHOPSYCHIATRIC AssociA- 
TION.—The 38th annual meeting of the 
American Orthopsychiatric Association will 
be held at the Hotel Statler-Hilton, New 
York City, March 22-25, 1961. William S. 
Langford, M.D., professor of psychiatry at 
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Columbia University will deliver the presi- 
dential address on adaptation of the child 
in the pediatric hospital to illness and hos- 
pitalization. René Dubos, Ph.D., professor 
at the Rockefeller Institute, will also speak 
on problems of biological adaptations of 
children to modern society. 

Further information is available from 
Marion F. Langer, Ph.D., American Ortho- 
psychiatric Association, 1790 Broadway, 
New York 19, N. Y. 


Srupy 1n Pusiic 
National Society for Medical Research re- 
ports: Five states—Illinois, Maine, Massa- 
chusetts, Oklahoma and Washington have 
laws to prohibit all or nearly all study of 
animals in public schools, while Pennsyl- 
vania has a wise law prohibiting only cruel 
experiments. 

The perennially busy Antivivisectionists 
seek to extend the ban to all animal studies 
and have contacted local school authorities 
to that end, in many cases even securing 
pledges that no more studies involving live 
animals will be allowed. 

As the Society for Medical Research 
points out, no science is well taught unless 
the real subject matter is studied directly, 
and that the study of animals is basic to 
education in biology and should be limited 
only by reasonable humane restrictions. 


Awarp To Dr. Notan Lewss.—The first 
Emil Gutheil, M.D. Memorial Medal for 
Outstanding Contributions to Psychothera- 
py was awarded to Nolan D. C. Lewis, 
M.D. by the Association for the Advance- 
ment of Psychotherapy on Oct. 30, 1960. 

At the Memorial Conference Dr. Lewis 
gave a conservative and comprehensive dis- 
cussion of the future of psychotherapy, in 
which he urged the adoption of higher pro- 
fessional standards and more scientific 
methods in the application of this method 
of treatment, and the avoidance of sectari- 
anism—he stressed the common denominator 
that must underlie all forms of psycho- 
therapy, and the importance of suggestion 
inherent in the doctor-patient relationship. 


PsYCHIATRISTs AND Miuirary SERVICE.— 
It is now possible for physically profes- 


sionally trained qualified psychiatrists to 
meet their military obligations while as- 
signed to the staff of Saint Elizabeths Hos- 
pital. 

For further information and application 
forms write Dr. Winfred Overholser, Saint 
Elizabeths Hospital, Washington 20, D. C. 


Soviet Contract wits N. Y. Screntiric 
Bureau, publishing 
house in New York, has, from 1946, pio- 
neered cover-to-cover translation of Soviet 
scientific journals. By 1955, five Soviet sci- 
entific journals were being published by the 
company. The following year, the company 
entered into contracts with the American 
Institute of Physics and the American Insti- 
tute of Biological Sciences to provide trans- 
lation of 5 additional Russian scientific 
journals. 

In June 1960, a contract covering the 
complete translation into English of 23 ma- 
jor Soviet scientific and technical journals 
was renewed with Mezhdunarodnaya Kni- 
ga, the official Soviet international book 
agency. 

In Moscow a new contract establishing 
terms for exclusive English language rights 
to Soviet scientific books for the next 6 
years was signed by Consultants Bureau 
and Mezhdunarodnaya Kniga, October 
1960. All books published by Consultants 
Bureau will in future be made available to 
English-speaking scientists within 6 months 
of their publication in the U.3.S.R. Where 
the importance of Soviet conferences war- 
rants speedier dissemination of their pro- 
ceedings, English translations will be pub- 
lished at the same time as the Russian 
originals appear. Every book chosen for 
translation into English will have the recom- 
mendation of both Soviet and American 
scientists as being an outstanding contribu- 
tion to the existing literature on the subject. 


Dr. Kery Heaps Psycmiatry aT JOHNS 
Horxrins.—Dr. Milton S. Eisenhower, presi- 
dent of Johns Hopkins University, and Dr. 
Russell A. Nelson, director of the Johns 
Hopkins Hospital, have jointly announced 
the appointment of Dr. Seymour S. Kety as 
professor and head of the department of 
psychiatry at the Johns Hopkins University 
School of Medicine and psychiatrist-in-chief 
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of the Johns Hopkins Hospital. Dr. Kety 
succeeds Dr. John C. Whitehorn who re- 
tired June 30, 1960. 

A graduate in medicine from the Univer- 
sity of Pennsylvania, Dr. Kety joined the 
department of pharmacology at that Uni- 
versity in 1943 and in 1948 became professor 
of clinical physiology in the graduate school 
of medicine. Since 1951 he has been as- 
sociated with the National Institutes of 
Mental Health and Neurological Diseases 
and Blindness at Bethesda, Md. Since 1956 
he has been chief of the laboratory of clini- 
cal science of the National Institute of Men- 
tal Health. 

The Johns Hopkins University is fortu- 
nate in securing the services of this distin- 
guished research scientist. 


MentAL Hosprrau Instrrure ror Com- 
MUNITY PuysiciaNs, MaryLANp.—Family 
physicians across the State are invited to 
attend Maryland’s first Mental Hospital In- 
stitute for Community Physicians to be 
held Mar. 1 to Apr. 5, at Spring Grove State 
Hospital in Catonsville. 

The Institute will be held on 5 successive 
Wednesdays from 2 to 5 p.m. under the 
joint auspices of Spring Grove, the Mary- 
land Academy of General Practice, the Psy- 
chiatric Institute of the University Hospital 
of Maryland, and the Baltimore Psycho- 
analytic Institute. Dr. Bruno Radaukas, 
Superintendent of the Hospital is Chairman 
of the Planning Committee. 

Further information may be obtained 
from Dr. Radaukas at the Spring Grove 
State Hospital, Catonsville, Md. Registra- 
tion will be limited to the first 50 appli- 
cants. 


Dr. ANTHONY Jorns Cuicaco 
For PsycHOANALysis.—E. James Anthony, 
M.D., of St. Louis, Mo., graduate of King’s 
College, London, and a former Nuffield Fel- 
low in Child Development at the University 
of Geneva, where he worked with Dr. Pi- 
aget, has been appointed to the faculty of 
the Chicago Institute for Psychoanalysis. 

Dr. Anthony came to the United States 
in 1958 as Ittleson Professor of Child Psy- 
chiatry at the Washington University in St. 
Louis, and has been serving as head of 


Child Psychiatry at the Jewish Hospital in 
that city. 


ANNUAL INsTITUTE IN PsYCHIATRY AND 
Nevuroocy, Lirrte Rock, Arx.—The Thir- 
teenth Annual Institute in Psychiatry and 
Neurology will be held on March 2 and 3, 
1961, at the North Little Rock Division of 
the Consolidated Veterans Administration 
Hospital, Little Rock, Ark. There will be 
three related conferences on March 1 on 
Clinical Psychology, Psychiatric Social 
Work, and Psychiatric Nursing. 

There is a dinner meeting planned for 
Thursday evening, March 2, with Dr. 
Robert H. Felix, President of the American 
Psychiatric Association, as guest speaker. 

Further information may be obtained 
from Dr. H. W. Sterling, Manager, Veter- 
ans Administration Consolidated Hospital, 
Little Rock, Ark. 


Tuirery-E1rcntH ANNUAL MEETING OF THE 
AMERICAN ORTHOPSYCHIATRIC ASSOCIATION. 
—This meeting will be held from March 23 
to 25, 1961, at the Statler Hilton Hotel in 
New York City. 

By arrangement with the Professional 
Placement Center of the New York State 
Employment Service, placement services 
will be provided during the annual meeting. 
The Placement Area will be on the Exposi- 
tion Floor of the Statler Hilton Hotel. 

Advance registration is required by every- 
one including members of the American 
Orthopsychiatric Association. Registration 
fee for non-members is $9 for 3 days; $4 
for a single day. Pre-registration in work- 
shop(s) and/or panel(s) is also required. 
For registration and further information 
write : Executive Secretary, American Or- 
thopsychiatric Association, 1790 Broadway, 
New York 19, N. Y. 


TRAINING ProcGRAM AT THE SitveR Hitt 
Founpation.—This is a 3-year training pro- 
gram carried on in cooperation with the 
Columbia-Presbyterian Medical Center in 
New York. The first year of training is spent 
at that Medical Center and the second and 
third years at the Silver Hill Foundation in 
New Canaan, Conn. At present only 2 or 3 
residents are accepted annually for training. 
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All stipends are without maintenance ; the 
stipend for first year residents is $4,000 per 
year, for second year residents $7,000 and 
for third year residents $8,000. 

For further information write: Dr. Wil- 
liam B. Terhune, Medical Director, Silver 
Hill Foundation, Valley Road, New Canaan, 
Conn. 


Two WorxsHor SEMINARS IN THE Ror- 
Test.—The Department of Psychology 
at the University of Chicago is offering 2 
workshop seminars in the Rorsach Test. 

The first, June 19-23, 1961, will be about 
the foundations of the test. The second, 
June 26-30, will discuss advanced clinical 
interpretation. Dr. J. S. Beck will conduct 
both seminars. 

For information write to : Rorsach Work- 
shops, Department of Psychology, Univer- 
sity of Chicago, Chicago 37, IIl. 


PsycuorueraPy Weex at Linpavu (Bo- 
DENSEE ).—Under the direction of Dr. Hel- 
muth Stolze, this training period is from 
May 1-6, 1961, followed by a second week, 
May 8-13, for practical experience. This 
training program is sponsored by the Medi- 
cal Society for Psychotherapy in Lindau. 

Further information may be obtained 
from The Secretariat of the Lindau Psy- 
chotherapy Week, Dienerstrasse 17, Miin- 
chen 2, Germany. 


James N. Burrows Apporntep Director 
or InstrruTe For AND DISABLED. 
—Mr. Burrows, who received an M.A. de- 
gree from Miami University, Oxford, Ohio 
and a B.Sc. degree from the University of 
Cincinnati, has been appointed Director of 
the Institute for the Crippied and Disabled, 
23rd St. at Ist Ave.. New York City. For 
the past 20 years Mr. Burrows has been en- 
gaged in the management and administra- 
tion of government and private rehabilita- 
tion and medical programs. 


Psycuiatric EpucaTion FOR GENERAL 
MepicaL Pracririoners.—To meet a grow- 
ing demand from physicians in the field of 
general medicine for instruction in dealing 
with psychiatric problems encountered in 


their regular work, a plan to meet the situa- 
tion in New York State is being developed 
jointly by the Department of Mental Hy- 
giene, and the New York State branches of 
the American Psychiatric Association with 
the cooperation of the New York State 
Medical Society. 

It is presumed that the proposed courses 
will be so organized as to receive approval 
for Category 1 credit by the American 
Academy of General Practice. 


Tae American Boarp oF PsyYcHIATRY 
anp Nevurovocy, Inc.—The following were 
certified in Child Psychiatry in December, 
1960 : 


Ackerly, S$. Spafford, M.D., Louisville, Ky. 

Chamberlain, Herbert E., A.B., M.D., Sacramento, Cal. 

Dawes, Lydia Gibson, B.S., M.D., Cambridge, Mass. 

Drewry, Henry Harris, B.S. M.D., D.Med.Sc., Woodside, 
N. 


Farrell, Malcolm Joseph, B.S., M.D.. Waverley, Mass. 

Fries, Margaret E., M.D., New York, N. Y. 

Kessler, Edwin S., M.D., Washington, D. C. 

Kestenberg, Judith S., M.D., New York, N. Y. 

Koff, Robert, M.D., Chicago, Ill. 

Little, Harry Morrow, M.D., Houston, Tex. 

Martin, Katharine Hawley, M.D., M.P.H., Watertown, Conn. 
Rich, Gilbert Joseph, Ph.D., M.D., Roanoke, Va. 
Schroeder, Paul L., B.S., M.D. Aclanta, Ga. 

Simson, Clyde B., M.D., Detroit, Mich. 

Solomon, Joseph C., A.B., M.D., San Francisco, Cal. 
Sperling, Melitta, M.D., New York, N. Y. 

Staples, Herman D., M.D., Media, Pa. 

Waterman, John Howard, B.Sc., A.B., M.D., Portland, Ore. 


STATEMENT TO THE AMERICAN BOARD OF 
PEDIATRICS AND THE AMERICAN BOARD OF 
Psycu1atry AND Neuro.tocy.—The increas- 
ing interest of potential] candidates in the 
field of Pediatric Neurology challenges the 
2 American Boards most concerned to de- 
termine guide-lines for program directors in 
Pediatrics and Neurology and for potential 
candidates in these disciplines. The Com- 
mittees on Child Neurology of the Ameri- 
can Board of Pediatrics and the American 
Board of Psychiatry and Neurology met on 
September 21, 1959, and October 21, 1960, 
and submit to their respective Boards the 
following statement : Recommendations for 
a desirable training program in Pediatric 
Neurology : 


1. A year of approved internship. 

2. Approved residency training in a pediatric 
service, sufficient to meet established requirements 
of the American Board of Pediatrics. 

3. Two years of residency training in General 
Neurology, including the basic neurological sci- 
ences, and under conditions consistent with es- 
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tablished requirements of the American Board of 
Psychiatry and Neurology. 

4. A year of residency training in a pediatric 
neurology service meeting the established require- 
ments of the American Board of Psychiatry and 
Neurology. 


Flexibility should be allowed in the order 
in which these components of the training 
program are taken. 


Training Program Facilities : 


1. The pediatric neurology service should be in 
the setting of an active pediatric service with a 
sufficient number of beds for the number of resi- 
dents in training and an active outpatient depart- 
ment. It is also recommended that there be op- 
portunities for the trainee to study the newborn 
and that he also have opportunity to maintain 
continuing contact with patients in this category. 

2. The pediatric neurology service should be un- 
der qualified neurological direction. 

3. Patient beds assigned to the pediatric neu- 
rology service shoud preferably be in close physi- 
cal contact with the pediatric service and under 
independent pediatric neurologic direction. 

4. The pediatric neurology resident should have 
responsibility under competent supervision for pa- 
tient care, 

5. It is also desirable that the pediatric neu- 
rology program be in a setting in which basic 
neurological science contacts are readily available. 


The adoption of these recommendations 
might serve as a preliminary step toward 
further consideration of a formalized sub- 
specialty Board in Pediatric Neurology. 


Tue AMERICAN Boarp OF PsyYCHIATRY 
anp Neurowocy, Inc.—The following were 
certified at New York, N. Y., December 10, 
12 and 13, 1960: 


PSYCHIATRY 


Allen, John L., M.D., Lebanon, Pa. 
Bacher, Norman a M.D., Baltimore, Md. 
Bartman, Richard E., A.B., M.D., Eldridge, Cal. 
Bazilian, Stanford E., $ A., M.D., Philadelphia, Pa. 
Benton, Owen D., M. D., Washing ~~ Pa 
Berg, Mary C., M.D. Madison, 
Bernstein, Stanley, M.D., New York, N. Y. 
Bindelglas, Paul M., M.D., New York, N. Y. 
Blau, David, M_LD., ‘Dorchester, Mass. 
Bluestone, Harvey, *M.D., New York, N. Y. 
Braun, Manfred, M.D., New York, N. 4 
Brodsky, Stanley H., M.D., Forest Hills, N 
Carson, Robert S., MD, White Plains, N. 'Y. 
Chessick, Richard. D., MD., Chicago, Ill. 
Chester, Alice S., MD., Oak Park, Mich. 
Claman, Lawrence, M.D., Brookline, Mass. 
Cohen, Kenneth D., M.D., Philadelphia, Pa. 
Curtis, George Clifton, M. D., Philadelphia, Pa. 
Dalgaard, Jens A., M.D. Philadelphia, Pa. 
Dean, Earl Frederick, M.D., Warm Springs, Mont. 
Dobbs, William H., Washington, 
Duncan, Marie C., Sc.M. D., Evanston, Ill. 
Durkin, Anthony, ‘Jr M.D., Boston, Mass. 
all, Merton L. Jacksonville, ag 
Erbaugh, John K., M.D., Philade' 
Errera, Paul, M. D., New Haven, Conn 


Farber, Irving Joseph, M.D., Forest Hills, 
Flagg, Glenn” Willard, M.D., Los 

Fleming, Burton A., M.D., MSc., iladelphia, Pa. 
Forster, e, MD., New York, 

Fowler, J MD., Durham, 


Perlstein, Abraham P., MD., Brooklyn, 


Ki 


ice, Joha 
imboden, 


Reid R., 


Hanoum, William You: 
nes, Herbert Curtin 
H 


D., Boston, Mass. 


oy M.LD., New York, N. 


eppson, Janet, 
el 


Kase, Lionel A.., 


¥. 


Louis, Mo. 
>», Arthur Y., M.D., Warren, Pa. 
ushka, M.D., Pontiac, Mich. 


Mich. 
David Francis, M.D., N. Y. 


M_LD., Salem, O 


Kissel, Wesley A. M. ~ lie, 
Kurke, Lewis, M. 
Lazar, Norman D., MD” = Yok N. Y. 


Lefer, Leon, 


Leopo 
Lewis, Al 


Meyen, 


Oss, 


ili 


Porter, John H., Ill, M.D 


Je 


Lipton, Merrill L., M. D., Newtown 
Mallory, George Lorenzo, M.D., Los 
Mannucci, — M.D., New York, N. Y. 
Mc Wilson, New York, N. Y. 
McNelis, Desmond P., b 


illiam M., 
Monfort, Mariam Felicia, M. D., San Mateo, Cal. 
Montgomery, John Stuart, MD., New York, N. Y. 
Richard John, M.D., Norwich, Conn. 


nard 


M.D., 
Myers, Morris, M. D., East Or 
Nadelman, Maurice $., 


M.D., New York, N. Y. 
dt, Gerd, M.D., Toledo, 
Levine, Merrill M.D., New York, =. 


M.D., New York, N. Y. 


N. 


hicago, Ill. 


D., “Baltimore, Md. 
Parks, John Hulbert, M. D., Charlortesville, Va. 


uare, Pa. 
les, Cal. 
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Americans View Tuer Mentat 
By Gerald Gurin, Joseph Veroff and Sheila 
Feld. Monograph Series No. 4, Joint Com- 
mission on Mental Illness and Health. (New 
York; Basic Books Inc., 1960, pp. 444. 
$7.50.) 

Many attempts have been made recently to 
survey the extent and seriousness of mental and 
emotional disabilities among the American 
people. Other studies have been aimed at meas- 
uring the extent and quality of public under- 
standing of mental illness. Still others have tried 
—usually without striking success—to arrive at a 
generally acceptable definition of mental health. 
The present study claims to be unique in that it 
is an effort, elaborate and comprehensive in 
conception, to gather information on what the 
American people think, subjectively, about 
their own mental health. 

A basic assumption in this study, as with 
others undertaken by the Joint Commission, 
is that every person from time to time will 
experience psychological trouble. He will cope 
with this with varying degrees of success, by 
his own efforts or with help from someone 
else. Thus “mental health springs not from 
avoiding all stress . . . but from a capacity to 
accept normal amounts of stress with some 
ability to rebound.” 

These are surely vague, relative and shifting 
elements to appraise, whether in oneself or 
in others. After all, how much is a “normal” 
amount of stress and how can one measure 
“degrees” of successful coping? But the at- 
tempt to study how people rate themselves in 
this regard is defended on the grounds that 
“the needs of people—as they themselves feel 
them . . . and express them—ultimately de- 
termine the ways in which organized efforts 
will be made to meet these needs.” 

The study was conducted by the University 
of Michigan Survey Research Center. Well- 
established techniques, based on the probabil- 
ity sampling methods used in public opinion 
polls, were used. The sample population com- 
prised 2,460 adults living at home, selected 
according to the usual demographic indices, 
(age, sex, education, income, occupation, place 
of residence, etc.) so that it was truly repre- 
sentative of the national population. The data 
were collected by trained interviewers who 
followed a carefully designed and tested ques- 
tionnaire. Interviews were lengthy, averaging 
about 2 hours each. The resulting information 
was coded, and analysed according to modern 
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statistical methods. 

In general two kinds of questions were 
asked. The first dealt with people’s adjustment 
to life, whether they were happy or unhappy, 
worried or unworried, and their attitudes to- 
ward marriage, parenthood and work. The 
second kind of question dealt with what they 
do about their problems, what help they seem 
to need and from whom. 

Whether “happiness” as judged subjectively 
has much to do with a person’s mental health 
or not may be debated. Nevertheless the study 
showed that 89% of American people are either 
“very happy” or “pretty happy.” The common- 
est sources of such desirable feeling were even- 
ly divided between economic and material suf- 
ficiency on the one hand and children in the 
family on the other. Interestingly enough, rela- 
tively few people—about 4%—were worried or 
made unhappy by fear of international catas- 
trophe, atom bombs and so on. In spite of the 
high incidence of happiness as reported in this 
survey, about 25% of the sample admitted that 
they worried “a lot” or “all the time.” And 
about 20% felt that they had been close to a 
“nervous breakdown” at some time. Nearly 1 
in 4 admitted having had personal problems 
sufficiently serious to warrant consultation with 
a professional person, but only 1 in 7 actually 
did so. Forty-two percent of these consulted 
clergymen, 29% physicians, 18% psychiatrists or 
psychologists and 10% social agencies of one 
kind or another. Of those seeking such help, 
58% felt that they were definitely helped. 

There is little evidence to support the idea 
that many people with troubles talk them out 
with the bar-tender, the taxi-driver or the 
fortune-teller. However, many do talk about 
their problems with their spouses, members of 
their family or their friends. 

Dr. Ewalt, Director of the Joint Commission, 
believes that this study is probably the first 
piece of convincing evidence that public edu- 
cation in mental health principles has increased 
general understanding of the human mind and 
has led to a greater recognition of the psycho- 
logical nature of many problems. This is par- 
ticularly evident in the younger and better 
educated groups. 

The study will obviously be of great interest 
to those concerned with public education, pub- 
lic information and the general epidemiology in 
the field of mental health and illness. 

J. D. M.D., 
Toronto, Ont. 
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A PuarMaco.Locic APPROACH TO THE STUDY 
OF THE Minp. Edited by Robert Feather- 
stone and Alexander Simon. (Springfield, 
Ill. : Chas. C Thomas, pp. 397. $10.75.) 

The enormity of information given to us in 
the 12 printed pages comprising Aldous Hux- 
ley’s contribution to this volume, is quite un- 
believable. He shows us how this volume 
really comprises 41 books which we all need 
to read if we are to practice a modern 1960 
brand psychiatry, since each man who pre- 
sented a paper at the symposium at the Uni- 
versity of California could have produced a 
book on his topic. However, each was com- 
pelled to concentrate into a minute volume all 
his facts for presentation to this congress of 
scientists. 

Thus, in much the same manner that Hux- 
ley uses to make his point about “Hedgehog” 
(condensed) science versus “Fox” (all encom- 
passing) science, one can envisage this book 
as a collection of hedgehog condensations or 
capsules (poems) of knowledge in this new 
frontier for psychiatric expansion. 

It is indeed exciting (after 35 years in psy- 
chiatry) to read Joel Elkes’ scholarly presenta- 
tion of how far we have gone already in “Some 
Points of Reference in Psychopharmacology,” 
when we still think of this field as so new and 


unexplored in psychiatry ; and “The Effects of 


Drugs . . . on the Energy Metabolism of the 
Brain” by Seymour Kety ; and Sidney Uden- 
friend’s brief on “Psycho Chemistry” wherein 
he points out that, “Within recent years it was 
shown that Iproniazid . . . could indeed inter- 
fere with serotonin and noradrenalin meta- 
bolism” and “We have found a remarkable 
agreement between the dosages worked out by 
psychiatrists, through trial and error, and the 
dosages needed for maximal inhibition of 
mono amine oxidase in man.” 

Then President Malamud’s final comment in 
his discussion of “A Clinical Approach to Men- 
tal Disease”: “To the clinician this is very 
exciting . . . and highly promising in spite of 
occasional controversy. The pragmatically ori- 
ented medical practitioner will do well to main- 
tain an objective attitude” (while developments 
continue in this field). 

The most unsophisticated novice in the field 
of biological chemistry will realize from a 
casual reading of Albert Zeller’s succinct chap- 
ter, “The Concept of Enzymes .. .,” the in- 
escapably intimate relationship of the enzymes 
to this new and most fruitful field of research. 
The romantic description of his years of slow 
painstaking delving into this new biochemical 
frontier cannot fail to’: whet the appetites of 
investigative minds, with the realization that 


better than platinum or uranium equivalents 
in the knowledge of human disease lie in the 
revelations to come, to the researcher who can 
fathom the depths of this exceedingly complex 
wilderness of biological chemistry. 

This book makes a most interesting new 
departure by presenting 6 pages of candid 
camera photos of the various authors. 

All those who listened intently as Ralph 
Gerard delivered his Academic Lecture to all 
APA listeners only a few years ago, will want 
to peruse his further thoughts at this time. 

Nothing is available in the literature to 
equal Nathan Kline’s exhaustive survey of the 
current literature concerning “Therapy with 
Psychic Energizers” plus his own invaluable 
comments in this field which he pioneered 
with his collaborators. This chapter alone is 
worth the price of the book. 

In his excellent summarization consisting of 
5 printed lines, Dr. John B. Saunders, Dean of 
the California School of Medicine, wisely ad- 
vises the reading of Dr. John C. Saunders’ 
chapter “Psychic Energizers: A Source of 
Psychopharmacological Theories”—an astute 
capsular summarization indeed, and a gem of 
scientific effluvience. 

Many equally worthy chapters are not men- 
tioned here purely because of space restrictions. 
But I believe there is no more essential book 
for every psychiatrist to possess than this—and 
likewise for every internist or other physician 
using modern chemotherapy for psychiatric ill- 
ness, the book is a must ! 

The only obvious defect I encountered in 
reading this book was the absence of any state- 
ment by any of the many authors, stressing the 
need for keeping accurate data on blood trans- 
aminase findings in all cases being adminis- 
tered energizer chemotherapy. It would be 
most unfortunate if this observation, which I 
have stressed in a number of papers, was ig- 
nored by the vast body of clinicians who are 
administering the various antidepressant chem- 
icals in ever increasing quantities today. The 
warning sounded by discovery of an elevated 
SGO-T or SGP-T which results in prompt in- 
terruption of the medication, or sharp reduction 
in dosage, has undoubtedly saved many doctors 
from serious embarrassment that might have 
developed if serious side effects had developed. 
Especially in these early days when the ground- 
work is being built for the psychopharmacology 
of tomorrow, and perhaps for years to come, 
the clinician needs to be fully informed regard- 
ing every laboratory or other adjunct that will 
increase his skill and also will enhance the 
safety of his patient. 

I shall consider it one of the major additions 
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to my library wherein Freud's Collected Pa- 
pers were considered the major indispensable 
item 30 years ago, and Menninger’s various 
volumes some years later. 
Tueopore R. Rosie, M.D., 
Montclair, N. J. 


An MMPI Copesoox ror CovunseLors. By 
L. E. Drake and E. R. Oetting. (Minne- 
apolis: University of Minnesota Press, 
1959, pp. 140. $3.75.) 


The authors have produced a very useful 
manual for the counselor of the normal, young 
adult. Based on research conducted between 
1945 and 1957 with over 4,000 students who 
were counseled at the University of Wisconsin, 
personality characteristics associated with vari- 
ous MMPI profiles are presented. 

Introductory sections present a thoughtful 
approach for the use of psychometric data in 
counseling, and discuss the research from 
which the codebook was developed. 

BERNARD LuBIN, Pu.D., 


Indianapolis, Ind. 


Le Razze £1 Porout Deira Terana. Edited by 
Renato Biasutti. 4 vols., 3rd ed. (Turin, 
Italy : Unione Tipografico-Editrice Torin- 
ese, 1959. Lire : 36,500.) 


There is nothing like these four anthropo- 
logical volumes in any language. They cover 
the whole world of mankind from the begin- 
ning of his history down to the present time in 
all the wide variety of his different phases, both 
physically and culturally. There are literally 
thousands of illustrations, many in full color, 
maps, tables, and extremely readable discus- 
sions of man’s psychological, physical, and 
cultural traits. The various sections are written 
by Italian experts in the fields in which they 
write, and the appeal of these volumes is to 
the general reader as well as the student. The 
bibliographies and author and subject indexes 
are excellent, and altogether these are most ad- 
mirable volumes which will long serve the most 
useful purpose of emphasizing the fact that 
the proper study of mankind is man. 

AsHLEY Monrtacu, Pu.D., 
Princeton, N. J. 


Tue Dance. By Joost A. M. Meerloo. (Phila- 
delphia & New York: Chilton Co., 1960, 
pp. 152. $4.95.) 

The pictures in this book are worth the price 
of the book. Of the text by Dr. Joost A. M. 
Meerloo the less said the better, for it was ob- 
viously written without any recourse to au- 
thoritative sources, and is entirely lacking in 


those dimensions of understanding which only 
the anthropologist can provide. The subject is 
an important one, and therefore it is good to 
have this book for, even though it be textually 
inadequate, it is so continuously the source of 
disagreement and doubt that it will give the 
reader furiously to think. It would not be un- 
fair to Dr. Meerloo to cite some of his typical 
opacities in view of the fact that his brief text 
and comments are so bestrewn with them—but 
I shall refrain. As I have said, the pictures 
make the book very worth while—the banality 
of the text cannot detract from them. Those 
who are interested will find both interesting. 
AsHLEY Monrtacu, Pu.D., 
Princeton, N. J. 


Tae Oren anp C.iosep Minn. By Milton 
Rokeach. (New York: Basic Books, 1960, 
pp. 447. $7.50.) 


This rather well produced book reports in 
detail the results of a series of studies carried 
out by Rokeach and his students in pursuit of 
the measurement and the correlates of “dog- 
matism” and “opinionation.” Their work is es- 
sentially and confessedly a derivation from the 
well known studies on the authoritarian per- 
sonality. As many critics had pointed out, au- 
thoritarianism in the original work was entirely 
right-wing or Fascist authoritarianism ; Rok- 
each has tried to redress the balance by con- 
cerning himself with dogmatic and opinionated 
personalities such as might be found right, left 
and centre, and indeed, in many fields quite 
unrelated to politics. Two scales entitled “Dog- 
matism” and “Opinionation” were accordingly 
constructed and shown to be reasonably re- 
liable and not highly correlated with radical or 
conservative views. These scales were adminis- 
tered to many different groups in the United 
States as well as to some small British samples. 
The results are presented in a context of theo- 
rising so prolix, and at the same time so woolly, 
as to defy a brief summary. 

Some of the results are of psychological in- 
terest, particularly those in which the author 
has tried to relate scores on his scales to the 
subject’s method of attack on certain experi- 
mental problems. There are, however, a num- 
ber of criticisms which have to be made and 
which very much reduce the acceptability of 
his conclusions. In recent years the authoritari- 
an studies have been severely criticized because 
no attention was paid to the problem of “re- 
sponse set,” i.e., the tendency of people to 
endorse certain types of responses irrespective 
of the content of the question. There is ample 
evidence for the existence of such sets and 
their relevance to work of this kind, yet they 
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are only mentioned very briefly and inade- 
quately at the end of the book and the writer 
is forced to conclude that unless the proper 
analysis of such response sets is carried out 
“. . . we will not be able to tell for sure, what 
role ‘response set’ has played in our research.” 
The reader may justly wonder why such a 
simple and crucial experiment was not done, 
and how he can be expected to interpret data 
which, in the author’s own view, apparently 
cannot be interpreted. 

Other doubts arise with respect to the sta- 
tistical treatment of the data which is, at best, 
uninspired and, at worst, unacceptable. As an 
example of the writer's uninspired way of treat- 
ing the data we may mention the fact that no 
where is Multiple Discriminant Function Anal- 
ysis used, although several of the experiments 
cry out for something a little more sophisti- 
cated than simple ¢ tests. As an example of the 
unacceptable, consider Table 19.8 in which 
means are given for three groups of the age at 
which bedwetting stopped. The mean age for 
the dogmatic group turns out to be 6.2; that 
of the non-dogmatic group, 2.2. This looks in- 
teresting until it is realised that of the 25 
people in the non-dogmatic group, 21 replied 
that they did not remember, and that the au- 
thor quite arbitrarily assumed that this reply 
could be set as equal to two years for the pur- 
pose of establishing the mean age! The dif- 
ference between the groups, therefore, is pro- 
duced entirely by this purely arbitrary decision 
for which no rationale is given. This table will 
for evermore become a cherished part of my 
lecture on the abuses of statistics, given every 
year to incoming students. 

The book as it stands cannot, for the reasons 
given, be considered a notable contribution to 
social psychology. If the author had taken 
seriously his responsibilities to solve the prob- 
lem of “response set” as applied to his scales, 
and had got a statistician to go over his tables, 
the resulting book might have been interesting 
or even important. It seems a pity that the urge 
to publish was apparently too strong to make 
it possible for him to undertake these small ad- 
ditional chores. 

H. J. Eysencx, M.D., 
University of London, 
England. 


Lire Acainst Deatu. By Norman O. Brown. 
(Middletown, Conn. : Wesleyan University 
Press, 1959, pp. 366. $6.50.) 


This is a book that links Freud’s death in- 
stinct concept with religion, with man’s de- 
tructiveness, and with his need for salvation. 


The psychiatrist is apt to encounter it when 
his patient enters, anxious and trembly, and 
demands an answer to Dr. Brown’s apparently 
telling logic. The fact that all of these topics 
are speculative, to say the least, is overlooked 
by the author and is apt to be overlooked by 
the easily misinformed layman. Evidently Dr. 
Brown has encountered Freud rather late in 
life and embraces him with a passion and un- 
criticalness of a middle-aged fling at romance. 
The cornerstone on which this book is 
erected is the psychoanalytic concept of re- 
pression. Once having shown it to be a bad 
thing and having documented man’s many 
woes caused by his repressive tendencies, the 
author’s next obvious step is : what is the way 
out? Here in a brief, final chapter, we are 
given the old concept of redemption through 
expatiation dressed in a modern, existentialistic 
frame. On the way to this denouement, there 
are many unsettling passages including the 
statement that the whole human race is neu- 
rotic and quotes from philosophers from Plato 
to Whitehead, bent a bit to fit the author's 
thesis. Yet this is obviously a sincere book and 
being critical of Dr. Brown’s efforts makes me 
as guilty as punching holes in CARE packages. 
Yet a book like this can cause a good deal of 
alarm because it is a serious well-intended ef- 
fort and this stamp is easily mistaken for ve- 
racity. I note my copy is the third printing so 
I must assume that attempts to join psycho- 
analysis and religion into a palatable gruel is 
still quite popular. There have been many more 
dispassionate and less passionate attempts than 
the volume under consideration. 
Don D. Jackson, M.D., 
Palo Alto, Calif. 


DIsEASES OF THE NERVOUS SYSTEM IN INFANCY, 
AND Apo.escence. By Frank 
Ford. (Springfield, Ill. : Charles C Thomas, 
1959, pp. 1548. $29.50.) 


Doctor Ford, in his fourth edition on pedi- 
atric neurology, has maintained the high quali- 
ty of this concise encyclopedic reference vol- 
ume. The author has fully justified the addi- 
tional 350 pages in the new edition (1,548 
pages as compared with the 1,181 of the 3rd 
edition) in meeting the important advances of 
pediatric neurology since 1952. Chapter I of the 
previous edition on “The Examination of the 
Nervous System” has been omitted. Some might 
believe that the author could have more appro- 
priately omitted the section on neuro-anatomy 
or cut back on some of the other chapters so 
as to have included the recognized important 
chapter on Examination. On the other hand, 
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because of the important advances that have 
been and are being made in neuro-anatomy 
and neuro-physiology and their increasing clini- 
cal contribution to pediatric neurology, this re- 
viewer believes the author can justify deleting 
the chapter on Pediatric Neurological Examina- 
tion, available in other textbooks on child neu- 
rology and which do not serve the encyclopedic 
and extensive reference book purpose singly 
covered by this book. 

The edition brings up to date the new ad- 
vances in the prevention and treatment of neu- 
rological disorders as, for example, the Salk 
vaccine for prevention of poliomyelitis and 
several additional drugs now available in the 
treatment of tuberculous meningitis in addition 
to the one streptomycin mentioned in the 3rd 
edition and the more recent drugs for the con- 
trol of the epileptic disorders. Many advances 
in the diagnosis and treatment of neurological 
disorders in infancy and childhood are ap- 
parent in the chapter on toxic and metabolic 
disorders enlarged from 155 in the 3rd edition 
to 225 pages in the current edition. This in- 
cludes such new subjects as disorders of pro- 
tein metabolism, familial amyloidosis and the 
different forms of cerebral sclerosis. There are 
additional practical subjects on insect, snake 
and fish bites. 

The author's chapter on “Psychogenic Dis- 
orders Simulating Organic Disease of the 
Nervous System” could be expanded into the 
field of neurology of behavior in the light of 
our contemporary advances in the structure 
and function of the nervous system between re- 
lating behavior to the nervous system, particu- 
larly with respect to the rapidly maturing 
brain of the infant and child. Perhaps the 
author in a future edition may well require 2 
volumes to include the deleted chapter on the 
neurological examination and extending the 
chapter on psychogenic disorders into a dis- 
cussion of behavior disorders of the infant 
and child and their relation to neurology. 

This reviewer concludes that there is cur- 
rently no book in pediatric neurology which so 
ably and comprehensively covers this subject, 
in addition to being an excellent reference book 
on the subject. It continues an essential library 
tool to all neurologists and to pediatricians in- 
terested in the neurological disorders of infants 
and children. As a child’s behavior symptoms 
and signs may require the differential con- 
sideration of neurological and/or environmental 
etiological factors, this book has an essential 
place in the library of child psychiatrists. 

Knox H. Fintey, M.D., 
Presbyterian Med. Center, 
San Francisco, Calif. 


Benavion AND Puysigue. By R. W. Parnell, 
M.A., D.M. (Baltimore, Md.: Williams 
and Wilkins, 1958, pp. 134. $7.00.) 

This may be a difficult book for the average 
American psychiatrist to read, perhaps because 
of his relatively limited knowledge of or inter- 
est in constitutional aspects of psychiatry. The 
author’s method of somatometry is closely re- 
lated to that of Sheldon’s and can be viewed 
in some respects as an extension of the latter. 
As such the author deals relatively briefly with 
Sheldon’s methods as an introduction to his 
own. If his American readers are not sufficiently 
acquainted with the concepts and descriptive 
devices utilized by Sheldon, they may find 
themselves burdened with the task of having 
to learn about 2 methods, the understanding of 
the second of which is dependent upon famil- 
iarity with the first. The author’s style of 
writing is concise, concentrated, and demand- 
ing of the reader's attention at all times. Fur- 
thermore, the author has a curious predilection 
for combining a summary with some discussion 
of topics previously unmentioned. Neverthe- 
less, for those who are interested in its subject 
matter, this book is a worthwhile addition to a 
library. 

In the matter of estimating somatotype, the 
author states his aim as “giving an index that 
will remain constant throughout life,” despite 
the variation in measurements and proportions 
occurring in different age periods. He does not 
claim to have achieved this aim nor is he even 
sure that it is achievable. His methods consist 
of physical anthropometry in conjunction with 
photography. His shorthand descriptive system 
is simpler than that of Sheldon; he utilizes 
the terms fat, muscularity, linearity as the 
3 essential somatic components. Furthermore, 
he includes only 2 of these in his actual de- 
scription of individuals, with the dominant 
component coming first and placed in capitals 
(i.e., Fl or Lf, depending on which is domi- 
nant). He has studied a relatively large number 
of individuals and takes up the questions of 
civil state, variety of human matings, fertility, 
sex ratio of children, academic performance, 
selection of occupation, and susceptibility of 
individuals to mental illness at various ages, all 
with reference to somatotype. For example, in 
his series, Mf types form the most stable group 
in both sexes. Lf types are most disposed to 
breakdown before 25 years of age, whereas 
Lm types are the most susceptible from 25-34. 
The Lf type, along with Fl in women and Lm 
in men, is found in a large proportion of 
younger schizophrenic patients. Lf men are 
found to do well academically despite their 
susceptibility to emotional disturbance. 
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864 BOOK REVIEWS 


March 


The author suggests that somatometry may 
become a useful adjunct to other methods of 
clinical observations. To this reader the book 
was stimulating if only because it brought into 
focus the extent to which this entire subject 
appears to be neglected by American psychia- 
trists. It is entirely possible that with the in- 
creasing interest in constitutional and biologi- 
cal aspects of psychiatric illness this situation 
may change. At the moment, the book must be 
recommended as a thoughtful and scholarly 
work, tentative in its conclusion, and of special 
interest to those who tend to consider the con- 
stitutional as well as the psychologic aspects of 
emotional disorder. 

ALBERT C. SHERWIN M.D., 
The New York Hosp., 
New York 21, N. Y. 


MENTAL Dericiency. Edited by Ann M. 
Clarke and A. D. B. Clarke. (Glencoe : 
The Free Press, pp. 513. $10.00.) 


This book is a collection of 18 papers, or- 
ganized and edited in such a fashion that it can 
serve as a basic reference book on mental 
deficiency. Most of the authors are British 
psychologists, and the book is written primarily 
for psychologists. After presenting their basic 
considerations and some epidemiological data, 
they describe the theoretical and practical 
problems in the clinical field. The book has 3 
aims : to summarize the literature on the psy- 
chological and social aspects of mental defi- 
ciency against the background of genetics and 
neuropathology ; to show the intimate and 
reciprocal relationship between theory and 
practice, together with the use of experimental 
methods in both areas; and to indicate in a 
practical manner how the learning defects and 
social problems posed by the subnormal may 
be ameliorated. 

There are few comprehensive books on 
mental deficiency. Some written by physicians, 
for physicians, emphasize the medical aspects. 
To psychiatric readers, acquainted with these 
publications, the present book will serve as a 
guide on the psychological, educational, and 
sociological problems of the field. They will 
likely find the information pertaining to medi- 
cine quite limited and somewhat out-of-date, 
particularly that relating to the etiology of 
mental defect and to the methods of biological 
treatment. Present-day treatment of such con- 
ditions as phenylketonuria and galactosemia, 
and the use of psychopharmacological agents 
and other drugs, are described quite briefly. 
However, several very excellent chapters will 
adequately compensate the reader for this 
lack. 


Each chapter on different aspects of this 
subject summarizes the pertinent literature, to- 
gether with critical comments on the articles 
reviewed. These discussions give an excellent 
historical account particularly of the work of 
psychologists and sociologists. The lack of fac- 
tual information is repeatedly emphasized, 
with some suggestions for desirable research 
approaches. 

This reviewer was particularly impressed 
with the discussion of some topics; for in- 
stance, the brief section of pseudo-feeblemind- 
edness clarifies many issues of diagnosis and 
prognosis. The authors emphasize that “pseudo- 
feeblemindedness” involves mistaken prognosis, 
rather than diagnosis. Equally good is the 
chapter on learning and mental defect, in 
which clear differentiation is made between 
the broad clinical syndrome of mental defect 
and the deficit in learning ability. The excellent 
chapters on brain damage and cerebral palsy 
discuss these syndromes and their relationship 
to intellectual impairment. 

Part III on “Practical Problems” describes 
many of the issues encountered in the daily 
clinical practice with the mentally deficient. 
The comments are applicable to private prac- 
titioners, to those in public institutions, or in 
school settings. The chapter on speech dis- 
orders—the most common handicap in the 
mentally deficient population—classifies these 
conditions by etiology and describes speech 
therapy and other corrective techniques in 
simple, easily readable language. 

A considerable amount of scientific informa- 
tion is combined with practical suggestions. 
The book conveys the personal warmth the 
authors feels toward the deficient patient and 
reflects years of experience in research and in 
clinical work in close collaboration with physi- 
cians. It conveys the authors’ optimistic out- 
look toward the problems of mental deficiency ; 
a sense of worthwhileness of professional in- 
vestment in therapeutic endeavors ; and an im- 
age of good social prognosis, particularly for 
the mildly defective individual. Clinicians will 
appreciate this overtone. 

The book should be an excellent addition to 
the library of any psychiatric institution, or to 
any facility dealing with problems of mental 
deficiency. It should serve as a good reference 
book for practicing psychiatrists who want to 
become acquainted with this major psychiatric 
problem. It should be required introductory 
reading for clinical psychologists starting work 
with the mentally deficient. 

Gerorce Tarjan, M.D., 
Pacific State Hosp., 
Pomona, Calif. 
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No other drug 
in psychiatry has 
-achieved the lasting foundation 
that Thorazine” has in 
brand of chlorpromazine 
its seven years of clinical use— 
effectiveness 


relative safety 


extensive documentation 


A fundamental drug in psychiatry. 
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FOR FLEXIBLE 
INSTRUMENTATION 
IN CORTICOGRAPHY 


© Completely universal and extendable 
arms and electrodes 


Write for Up to 20 electrodes 
descriptive literature 


and prices on: @ Easily removable individual 
ELECTROMYOGRAPHS electrode assemblies 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS @ Fully autoclavable 
Spring mounted spherical 


SHOCK THERAPY EQUIPMENT silver electrodes 


ELECTRONIC CORP. 


designers and.manufacturers of diagnostic 
~ and therapeutic equipment for the medical pr 


GREAT EAST NECK ROAD.B. BAS Lo 
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ice, the classical symptoms of. table : Tablets of 25 mg. and 
are seidom obvious. Much .forgeriatricand | 
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5 mg and 10 mg 


THE SUCCESSOR TO THE TRANQUILIZERS 


successor in specificity: relieves anxiety, agitation and tension, and 
liberates the patient from destructive fears. 


successor in safety: not encumbered by depression, lacks autonomic 
or extrapyramidal side effects. 


successor in versatility: covers the entire meprobamate area of therapy 
plus a significant portion of the phenothiazine area plus the difficult 
middle ground between the two. 


successor in effect: acts with remarkable promptness; preserves mental 
acuity; produces a feeling of well-being, and a broadening of interest. 


Consult literature and dosage information, available on request, before 
prescribing. 


Published reports on Librium: 1. T. H. Harris, Dis. Nerv. System, 21:(Suppl.), 3, 1960. 
2. L. O. Randall, ibid., p. 7. 3. J. M. Tobin, I. F. Bird and D. E. Boyle, ibid., p. 11. 
4. H. A. Bowes, ibid., p. 20. 5. J. Kinross-Wright, I. M. Cohen and J. A. Knight, ibid., p. 23. 
6. H. H. Farb, ibid., p. 27. 7. C. Breitner, ibid., p. 31. 8. I. M. Cohen, Discussant, ibid., p. 35. 
9. G. A. Constant, ibid., p. 37. 10. L. J. Thomas, ibid., p. 40. 11. R. C. V. Robinson, ibid., 
48. 18. S. C. Keim and L. N. Rocomsteln, id, p. 46. 18. H. E. Tichtin and J. D. Schulte, 
ibid., p. 49. 14. J. N. Sussex, ibid., p. 53. 15. I. N. Rosenstein, ibid., p. 57. 16. D. C. English, 
Curr. Therap. Res., 2:88, 1960. 17. T. H. Harris, J.A.M.A., 172:1162, 1960. 18. G. L. Usdin, 
J. Louisiana M. Soc., 112:142, 1960. 19. I. N. Rosenstein and C. W. Silverblatt, paper read at 
Pan American Medical Association, 35th Anniversary Congress, Mexico City, Mexico, May 2-11, 
1960. 20. K. Rickels, ibid. 21. N. Toll, Dis. Nerv. System, 21:264, 1960. 


LiBRIUM® di ine 4-oxide hydrochiorid 
ROCHE LABORATORIES © Division of Hoffmann-La Roche Inc. 


| 
4 
: 
| 
| 
| 
| | 
: 
| 
| 
| 

j 

a R 
e resea : 
a 
| 
| 
| 
ay 
| | 
| 
| 
| 
| 
| 
| 
| 
| 
| | 
| 
2 
a 


in the senile patient 


controls acute agitation, 
hostility, 

severe apprehension, 
hyperactivity 

reduces confusion, 


delusional reactions 


encourages cooperation 


he 
ag 
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INJECTION 


Wyeth Laboratories 


TABLETS SYRUP 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 


Philadelphia 1, Pa. 


Detailed Infortnation on 


SPARINE 
HYDROCHLORIDE 
Promazine Hydrochloride 


Sparinet effectively controls central nervous system excita- 
tion, ailays apprehension and anxiety, calms the agitated 
patient and is a useful adjunct to the management of mental 
and emotional disturbances. Both acute and chronic psy- 
chiatric illnesses respond to Sparine therapy. Sparine has 
been found to be useful in the management of nausea and 
vomiting of either central nervous system or gastric reflex 
origin. Sparine effectively facilitates the action of analgesics 
and central nervous system depressants. It has been used as 
an adjunct to surgical sedation, allaying apprehension and 
reducing the dosage requirements for narcotics, analgesics 
and sedatives. Sparine may be used as an aid in diagnostic 
and therapeutic regimens. Such nonspecific symptoms as 
anxiety, pain, vomiting, nausea and hiccups frequently 
make more difficult both diagnosis and therapy of organic 
disease, SPARine allays such symptoms without masking 
physical, neurological or laboratory findings. 


DIRECTIONS. For maximal therapeutic benefit the amount, 
route of administration and frequency of dose should be 
governed by the severity of the condition treated and the 
response of the patient. Oral administration should be used 
whenever possible; parenteral administration should be re- 
served for uncooperative patients or when nausea and 
vomiting interfere with oral administration. SPaRINE when 
used intravenously should not exceed a concentration of 25 
mg. pet ce.: injection should be given slowly. Dilute 50 mg. 
per cc. concentration with equivalent volume of physiologi- 
cal saline before 1.V. use. Avoid injection around or into 
the wall of the vein. 


In the management of agitated patients. Sparine should be 
given LY. in initial doses of 50 to 150 mg. If the desired 
calming effect is not apparent within 5 to 10 minutes, 
additional doses up to a total of 300 mg. may be given. Once 
the desired effect is obtained, SpaRiNeE may then be given 
1.M. or orally in maintenance doses of 10 to 200 mg. at 
4 to 6 hour intervals. in less severe disturbances, initial oral 
therapy may be satisfactory. When tablet medication is un- 
suitable or refused, Spanine Syrup may be used. 


Medical uses. Antiemetic. 

Usual dose is 25 to 50 mg. repeated at 4 to 6 hour intervals. 
When oral route is not feasible, 50 mg. !.V. or 1.M. will 
usually control the symptom, but oral med:cation should be 
initiated as soon as feasible. 


In the management of pain associated with malignancy or 
chronic disease, Spanine may be administered orally or |.M. 
in 25 to $0 mg. doses repeated at 4 to 6 hour intervals to 
allow for reduced dosage of analgesics. {1 medical e:mer- 
gencies, to allay apprehension and facilitate diagnosis or 
therapy, Spagine should be given L.V., 1.M. or orally in 50 
to 200 mg. doses. See direction circular for details. 


PRECAUTIONS. Although rare, drowsiness, dizziness and 
transitory postural hypotension may occur. If a vaso- 
pressor drug is indicated, norepinephrine is recommended 
since SPARINE reverses the effect of epinephrine. Agranu- 
locytosis has been reported in only 18 cases in about 314 mil- 
lion patients. If, however, signs of cellular depression—sore 
throat, fever, malaise—becomeevident, discontinue SPARINEF, 
check white blood cell count, and initiate antibiotic and 
other suitable therapy if indicated. Seizures, reported as 
occurring during Sparine therapy, occur usually with rapid 
large increases in dose and at a daily dosage above 1 Gm. 
Caution must be exercised when administering SPARINE to 
patients with a history of epilepsy. Avoid perivascular 
extravasation or intra-arterial injection, as severe chemical 
irritation or inflammatory response may result. Because of 
its facilitating action on analgesics and central nervous 
system depressants, give them only in reduced dosage with 
Sparine. Do not use in comatose states due to central 
nervous system depressants (alcohol, barbiturates, opiates, 
etc.). Use with caution in patients with cerebral arterio- 
sclerosis, coronary heart disease, or other conditions where 
a drop in blood pressure may be undesirable. 


For further information on prescribing and administering 
Sparine see descriptive literature, available on request. 


2 
res 
‘ 
be 
ide 
ide 
= 
3 
| 
ke 


DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


*“It is almost always preferable, however, to merely add oral 
AKINETON*. .. since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON® 


BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


remarkably safe — “Akineton was not responsible for a 

single dangerous or toxic effect in the 500 patients treated.” * 
Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 


Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 


Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 
AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


*ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


relaxant ‘AN ECTI ag 


Succinylcholine Chloride 


brand 


Injection ‘ANECTINE’ 


90 Seconds After Injection © 

hase ends 
Bes. of shock procedure 

approximately 3 minutes average) 


ra id Comments from the literature: 
p method of choice.” 
relaxation Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958. 
recommend its use.” 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


fa pid 114:698 (Feb.) 1958. 


.. treatment of choice.” 


recove ry Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 


Dis. 126:535 (June) 1958. 


“... irrespective of age.” 
P 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 


Complete literature available upon request. 


‘Anectine™® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 cc. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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avoiding jaundic 


Indicatio For Ist 


F MERCK & CO, Ine” 


to curb anxiety without curbing precision skills 
Ly W roing precision s ills” 
retaining natural zest, sense of contact, interest in life 
avoiding ataxia, drug-dinked weight gain, destructive impulses 
fore meals. In insomnia ‘emotional tension, an additional tablet 
MERCK SHARP & DOHME 
4 


in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NoLUDAR 
does not modify the Eee of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, noLupar does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NoLuDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 


When a gentler hypnotic effect is desired, 

NOLUDAR 200 (200-mg tablets). For daytime 

sedation, NOLUDAR 50 (50-mg tablets), 
ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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DORNWAL® 
is the tranquilizer versatile enough to be used almost anywhere. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn't get sleepy. 

Dornwal is one tranquilizer that doesn't make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 


you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “Genericist’’, Dornwal is amphenidone. 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when administered at recommended dosages. 


Maltbie Laboratories Division, (Mattia 
Wallace & Tiernan Inc., Belleville 9, N. J. 
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New Books For The Psychiatrist 


Published In January, February And March 1961 


Leo Alexander, Austin W. Berkeley, Alene M. Alexander 


MULTIPLE SCLEROSIS, PROGNOSIS AND TREATMENT: A No- 
sometric Approach. Pub. Feb. ‘61, 208 pp., 63 il. (Amer. Lec. Objective 
Psychiatry), $7.50 


C. J. Ducasse 


A CRITICAL EXAMINATION OF THE BELIEF IN A LIFE AFTER 
DEATH. Pub. Jan. ‘61, 336 pp. (Amer. Lec. Philosophy), $8.75 


Malinda Dean Garton 


TEACHING THE EDUCABLE MENTALLY RETARDED—PRACTI- 
CAL METHODS. Pub. March ‘61 


Jerome Kagan, and Gerald S. Lesser 


CONTEMPORARY ISSUES IN THEMATIC APPERCEPTIVE METH- 
ODS. Pub. Jan. ‘61, 352 pp., $12.00 


Alfred H. Katz 


PARENTS OF THE HANDICAPPED: Self-Organized Parents’ and 
Relatives’ Groups for Treatment of Ill and Handicapped Children. 
Pub. Feb. ‘61, 168 pp., $6.00 


John M. Martin 


JUVENILE VANDALISM: A Study of Its Nature and Prevention. 
Pub. Feb. ‘61, about 197 pp., 12 il. 


J. H. Quastel, and David M. J. Quastel 


THE CHEMISTRY OF BRAIN METABOLISM IN HEALTH AND 
DISEASE. Pub. Feb. ‘61, 184 pp., 23 il. (Amer. Lec. Living Chemistry), $6.50 


Robert N. Rapoport 


COMMUNITY AS DOCTOR: New Perspectives cn a Therapeutic 
Community. Pub. March ‘61, 338 pp., 15 il., $9.75 


Albert Scheflen 


PSYCHOTHERAPY OF SCHIZOPHRENIA. Pub. Feb. ‘61 (Amer. Lec. 
Psychology), 304 pp., 1 il., $8.50 


Alexander Simon, Charles C. Herbert, and Ruth Straus 
THE PHYSIOLOGY OF EMOTIONS. Pub. March ‘61, about 233 pp. 


Roy L. Swank 


BIOCHEMICAL BASIS OF MULTIPLE SCLEROSIS. Pub. Jan. ‘61, 109 
pp., 23 il. (Amer. Lec. Living Chemistry), $5.00 


New 


New 


New 


New 


CHARLES C THOMAS e PUBLISHER 301-327 East Lawrence Avenue SPRINGFIELD e ILLINOIS 
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SPECIFY BARNHART 
TUBULAR DETENTION SCREENS 


for More Rigidity 
Than Any Other Unit 


DETENTION FEATURES INVISIBLE 
BETTER FOR PATIENTS — EASIER TO OPERATE 


BARNHART 


Our new cover plate type—in a constructed tubular frame. “All de- 
tention devices concealed.” Strong and sturdy in either aluminum or 
steel frames. 


If you were a mentally disturbed patient would you feel locked in and 
confined when you saw the detention gadgets exposed and looking 
at you every time the screen was opened to adjust the room windows? 
Insist on the cover plate unit. 


Shock Distribution: Acknowledged by all—the finest in the detention 
field. 


Aluminum or steel frames 
AAA—MAXIMUM AA—MEDIUM A—MILDSAFETY 
38% MORE STEEL — 76% MORE RIGIDITY 


A. W. BARNHART CO. 


DETENTION UNITS 


Main office and Factory: 140 Highland St. e Port Chester, N. Y. ¢ N.Y.C. Tel. CYpress 5- 
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ST. VINCENT’S HOSPITAL OF WESTCHESTER COUNTY 


240 NORTH STREET WOODBINE 7-6500 HARRISON, NEW YORK 


A voluntary non-profit institution 

providing all modern therapies for 

mental and emotional disorders in- 

cluding individual and group psy- 

chotherapy, pharmacotherapy, insu- 

lin coma and electro therapies and 

extensive activity programs. All 

facilities are being expanded for in Biss Ks 

and out-patients, day care and clinic | : 
service for children. Acutely ill and ki 
continued therapy patients admit- 

ted. Forty-five minutes from Grand 

Central Station, New York City. 


Richard D’Isernia, M.D., Medical Director Reverend David Hordern, Resident Chaplain 

Timothy V. A. Kennedy, M.D., Assistant Medical Director Dorothy Wideman, M.S.S., Director of Social Service 

Elio F. Alzamora, M.D., Chief of Out-Patient Clinic Sister Dominic Marie, R.N., M.S., Director of Nursing Service 

William Chester, M.D., Chief of Medical Service Isabelle Godek, R.N., M.A., Educational Director, School of Nursing 
George F. Cassidy, Ph. D., Chief Psychologist Harriet Lavoie, 0.T.R., Director Occupational Therapy 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


} A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
| TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 
For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884...BOOKLET ON REQUEST 
Fully Accredited 
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Appalachian Ball © Asheville. North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, con- 
valescence, drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around climate for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Wma. Ray Grirrin, Jr., M.D. Mark A. Grirrin, Sr., M.D. 

Rosert A. Grirrin, M.D. Mark A. GrirFin, Jr., M.D. 

Fully approved by Central Inspection Board of APA. 
Accredited by Joint Commission on Accreditation of Hospitals. 


Now Available 


THE ’60-’61 - LIST OF FELLOWS AND MEMBERS 
OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


Please enclose check payable to the American Psychiatric Assn., with your order 
to facilitate prompt handling. 


$2.00 — for Members of the Association 
$3.00 — for Non-Members (order subject to approval ) 


Order from: 


American Psychiatric Association 
1270 Avenue of the Americas, Rm. 1817 
New York 20, New York 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Weliborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 — 


Approved by American Psychiatric Assn., Accredited by Joint Commission on Accredi i 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital. Assn. 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

™ Hospital is located in a 75-acre park, amid the scenic beauties of the 
moky Mountain Range of Western North Carolina, affording excep- 
"tional al and nervous rehabilitation. 
T-PATIENT CLINIC offers diagnostic services and thera- 
eu treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
N D. PATTON, M 
Clinical Director 


Me 
; 
: | 
te 
XXXVIII 


An advanced 
psychiatric 
Research and treatment 
clinic in suBuRBAN 
montreal. 


A fully accredited, 140 bed 

— modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutic program, 


Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient’s comfort 

and enjoyment. 


Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses. 


Brochures and rates on request. 


ALBERT PREVOST 
6555 GOUIN West, 
(SEES MONTREAL 9, CANADA. 


CARE and TRAINING for the 
- MENTALLY RETARDED CHILD 


The Training Schooi at Vineland provides care and 
treatment for boys and girls 2 years or older with 
mental potential of 6 years. Complete professional 
staff. Electroencephalographic, and neurological ex- 
aminations, individual psychiatric, psychological, 
physiological, and speech observations and thera- 
pies. 


SIX COMPREHENSIVE PROGRAMS: 


® Observation and © Residential Supervision 
Diagnosis © Summer Program 

Education and Training Psychiatric Treatment 

® Custodial Care Center 


The educational program aims at maximum devel- 
opment of each child. Training includes self-care; 
group living; formal classroom education; develop- 
ment of practical habits, attitudes and work skills. 
Children live in homelike cottages on 1600-acre 
estate. School, hospital, chapel, swimming pools, 
lake, working farm. The Training School Research 
Laboratory is famed for continuous study of causes, 
prevention and treatment of mental retardation. 
Established 1888. For information write: Registrar, 
Box 


um THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and 
of the tally retarded 


DORNWAL!’ IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 


BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn’t get sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist”’, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when administered at recommended dosages. 


Maltbie Laboratories Division 


Wallace & Tiernan Inc., Belleville 9, N. J. (Matti 
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THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Disscenes s/ Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


The Children’s Service 


Outpatient consultation, evaluation and treat- 

nosent 6. ment for infants and children of grade school ro 
SWITZER, M.D. 

eunesen 18. Residential treatment for elementary grade 

children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 


THE DARTMOUTH PRINTING CO. 
HANOVER, N. H., U.S.A. 
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THE 
SILVER HILL FOUNDATION 


New Cancan Connecticut 


THREE-YEAR RESIDENCY 
TRAINING PROGRAM 
IN PSYCHIATRY 


Affiliated with Departments of Psychiatry 
and Neurology of the College of Physicians 
and Surgeons, Columbia-Presbyterian Medi- 
cal School, New York City. 


« Ist year spent at Medical Center, New York, 
N. Y. 2nd and 3rd years at Silver Hill, New 
Canaan, Conn. 


For further information and application form 
write: William B. Terhune, M. D., Medical 
Director, The Silver Hill Foundation, Box oS eres 


1177, New Canaan, Conn. 
DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 


FOR GENERAL PRACTICE.” 
I M p O R T A N T Suppose the physician visiting this patient finds 


that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 


We are in urgent need 


of obtaining the to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
January, 1893 do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 
issue of the Dornwal will calm the patient but won’t make 
‘ him drowsy or give him feelings of depersonali- 
American Journal zation. And what’s more, while Dornwal most 
2 assuredly tranquilizes, it won't interfere with most 
of Psychiatry other medications that your subsequent examin- 
ation or laboratory studies may indicate. 
(Volume 49 No. 3) Since every man in general practice encounters 
a such situations almost daily, it makes good sense 
We will pay to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 
$5 Dosage: One or two 200 mg. tablets three times 


P a day. Children, age 6 to 16, one or two 100 mg. 
each for the first five copies tablets two times a day. Administration limited 


received in this office. to three months’ duration. 
Supplied: 200 mg. yellow scored tablets, and 100 
Send to: mg. pink tablets, each in bottles of 100 and 500. 
Austin M. Davies, Bus. Mgr. P.S. For the “Genericist’’, Dornwal is amphenidone 
* nce i imal or clinical jes. Dornwal i iv ree from un 
1270 Avenue of the Americas, Rm. 1817 
New York 20, New York Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9,N. d. 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Accredited by Joint Commission on Accreditation of Hospitals 


Harry C. SoLomon, M.D. GeorGe M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. RICHARD L. Conpe, M. D. 
Rosert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


COMPTON SANITARIUM 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 
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CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M.D., Clinical Director 
OTTO A. WILL, JR., M.D., Director of Psychotherapy 
DONALD L. BURNHAM, M_D., Director of Research 


CLINICAL ADMINISTRATORS 


MARTIN COOPERMAN, M.D. 
JOHN P. FORT, JR., M.D. HARRY L. HINSON, M.D. 
ROBERT W. GIBSON, M.D. MICHAEL A. WOODBURY, M.D 


ASSOCIATES 
CHARLES A. BAKER, M.D. CLARENCE G. SCHULZ, M.D. 
CLAY F. BARRITT, M.D. HAROLD F. SEARLES, M.D. 


JOHN L. CAMERON, M.D. JOSEPH H. SMITH, M.D. 

MILTON G. HENDLICH, M.D. BARBARA S. SOKOLOFF, M.D. 
JOHN S. KAFKA, M.D. WILHELM P. STIERLIN, M.D. 
BERL D. MENDEL, M_D. YVONNE VAN der REYDEN, M.D. 
PING-NIE PAO, M.D. NAOMI K. WENNER, M_D. 


CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D. 


INTERNISTS 
CORINNE COOPER, M.D GEORGE SHARPE, M.D. 


ROCKVILLE MARYLAND 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscaR ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


sa. VINCENT’S A 290-bed private, non-profit, neuropsychiatric hospital, 


ocated in suburban St. Louis; offering all accepted psy- 
HOSPIT AL chiatric therapies and the essential diagnostic services of 
a general hospital; featuring an extensive professionally- 
Of directed Occupational Therapy program. 
Accredited By Joint Commission On Accreditation Of Hospitals 


St. Louis All psychiatric disorders Three full-time psychiatrists, 


BROCHURE Active treatment geriatrics 24-hour medical service, plus 
AND RATE Limited custodial care consulting staff of 29 
1:1.76 ratio of nursing staff 


SCHEDULE Selected cases of alcoholism to patients, including 40 RN's 


P. E. Kubitschek, M. Steter 


Medical Director Owned and operated by 


ST. LOUIS 33, MO. THE DAUGHTERS OF CHARITY OF ST. VINCENT DE PAUL 
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_ AN OFFICIALLY APPROVED INSTRUMENT 
_ WHICH HAS ALSO WON POPULAR APPROVAL. 


UNEQUALLED EASE 
OF OPERATION 


in 
A.C. SHOCK THERAPY 


SAFE 

The Mo -ac 0, provides the highest degree of complete electrical 
isolation, by far exceeding official code requirements, to assure the 
maximum in safe operation. 


EFFECTIVE 

Clinical results have been uniformly excellent. Side effects are auto- 
matically reduced. The MoL-ac 11 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 
The Mo t-ac 11 provides a highest initial current to initiate seizure 
ttern with an automatic reduction to safe low voltage in every case. 
nstantly and automatically re-set for repeated treatments. With the 
MoL-ac 11, doctors report they are now certain of full seizure each 
treatment even with large doses of muscle relaxants. 


EASY TO USE 

Controls are simplified — one 3-position current intensity dial and 
one treatment switch. Just plug in ordinary AC current and the MoL-ac 
1 is ready for immediate use. The Mox-ac 11 has a handsome walnut 
case. Attractively priced at $100.00 complete with finest physician’s 
bag of genuine leather and attachments. 


DURABLE 

Ingenious design with only one moving part. Remarkable freedom 
from service requirement. 
Also Available—Reiter Model SOS, the advanced most efficient in- 
strument combining the strongest convulsive UNIDIRECTIONAL 
currents with powerful yet gentle sedative currents. (Many addi- 
tional features included.) And—the newly improved Model CW47 
for many established techniques is still available at its original 
low price. Further information and literature on request. 


REUBEN REITER, Se.D és west street, new yorK 36, W. 
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in G.L, G.U. and Biliary SPASM 


Sustained Action Tablets 
prompt, continuous and prolonged antispasmodic 
action for 6 to 9 hours with a single tablet 


“MUREL” Advantages'* 


e Exceptionally effective clinically because three-way 
mechanism of action in one molecule (anticholinergic, 
musculotropic, ganglion-blocking) exerts synergistic 
spasmolytic effect 


¢ Complementary action permits significantly low dosage 
and reduces reaction potential of any one mechanism 


¢ Remarkably free from drug-induced complications such 
as mouth dryness, visual disturbances, urinary retention 


Suggested Average Dosage: 40 to 80 mg. daily, depending on condition 
and severity. The higher range of dosage is usually required in spasm of the 
genitourinary and biliary tracts. One “Murel”-S.A. Sustained Action Tablet 
morning and evening. When anxiety and tension are present, “Murel” with 
Phenobarb-S.A. is suggested. 
Available as: No. 315—Murel”-S.A., 40 mg. Valethamate bromide; and 
No. 319—“Murel” with Phenobarb-S.A., with 4% gr. phenobarbital, present 
as the sodium salt. Both in bottles of 100 and 1,000. 
Also available: “Murel” Tablets No. 314—10 mg. Valethamate bromide; 
“Murel” with Phenobarbital Tablets No. 318—10 mg. Valethamate bromide 
and 4 gr. phenobarbital. 
“Murel” Injectable No. 405 —10 mg. Valethamate bromide per cc. 
Precautions: As with other antispasmodic agents, caution should be exer- 
cised in patients with prostatic hypertrophy, glaucoma, and in the presence 
of cardiac arrhythmias. 


References available on request. 


AYERST LABORATORIES 
New York 16, N.Y. Montreal, Canada 


for acute, severe episodes 
““MUREL” Injectable 


Female patient, age 55, com- 
plaining of nausea and epigas- 
tric discomfort after meals. 


Diagnosis: Hiatus hernia and 
gastric ulcer. 


1 hour after barium adminis- 
tration: Retention of barium 
due to spasticity of the gastric 
outlet, and incomplete visuali- 
zation of the pylorus, duode- 
num and duodenal sweep. 
(Some barium has entered the 
small bowel.) 


20 minutes after administra- 
tion of “Murel” 2 cc. LV.: 
Barium entering duodenum and 
duodenal sweep as spasticity 
is relieved. 


10 minutes later: Good filling 
of the gastric outlet as well as 
of the duodenal sweep. - 


Medica! Records of Ayerst Laboratories $ 
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How Does 
DEVEREUX 
Help the 

Retarded Child? 


have provided, for nearly fifty years, educational 
and treatment facilities for children and young 
adults with impaired intellectual or neurological 
functioning. 

A comprehensive pre-enrollment evaluation of 
each child determines his placement and pro- 
gramming in homogeneous, separate, and self- 
contained school or community units. 

Experienced psychologists, psychiatrists, physi- 
cians, educators, and vocational specialists attend 
the child, assess his capabilities, and institute a 
program to develop them to the fullest extent. 

Each child benefits from individual instruction 
and proven training techniques. 


Professional inquiries for Eastern Schools should be di- 
rected to Charles J. Fowler, Director of Admissions, Devereux 
Schools, Devon, Pennsylvania; for Pacific Coast Schools, to 
Keith A. Seaton, Registrar, Devereux Schools in California, 
Santa Barbara, California; Southwestern residents address 
Devereux Schools of Texas, Box 336, Victoria, Texas. 


THE 
DEVEREUX | SCHOOLS 
FOUNDATION | COMMUNITIES 


Founded 1912 TRAINING 


Devon, Pennsylvania 
Santa Barbara, California | RESEARCH 


Victoria, Texas 


HELENA T. DEVEREUX 


Administrative Consultant 


EDWARD L. FRENCH, Ph.D. 


Director 


WILLIAM B. LOEB 


Treasurer 
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